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»Pagtients come to hespitals to see physicians, not
{healthcarel] administrators.”

Majcr General Molcgre, MC March 1988

"A Chealthcarel] administrator’'s role is to both
educate and fFacilitate an understanding of the problem
at hand to cthers.”

Colonel Johnson, MS February 1988

"[Healthcarel administrators seek high-resolution to
complex systems problems through a low-profile of
continuous involvement and interaction.”

Colonel Johnson, MS November 1987

"Never confuse micro-interest with micro-management.”

Major White, MS March 1988

"When [healthcarel] administrators see a problem they must
wade into the middle and take charge according to the need.”

Colonel Johnson, MS September 1887
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1. INTRODUCTION

Conditions Which Prompted The Study

This study is based upon a requast from the Chief af
Staff/Deputy Commander for Administration (DCA), Walter Reed Army
Medical Center (WRAMC) and is predicated upon the following: the
Chief of Staff/DCA is concerned that the current organizational
structure for the supervision and support of the medical supply
specialists (MOS 76J) assigned to the Directorate of Medical
Activities Administration (DMAAY might be deficient in
providing maximal service and support to patient care units
within the hospital. This observation is reinforced by a number
of fFactors which include a 1984 Directorate of Resources Management
(DRMY study, historical documentation, and personal observations
(DRM 5@, Tab M.

Based on this background, the Chief of StafFf/DCA is
interested in Facilitating and enhancing the organizational
structure for supervising and supporting the 78Js assigned to the
DMAA. The Chief of Staff/DCA wants to evaluate and, where
necessary, improve the efficiency and effectiveness of the
current organizational structure. This study has served to
facilitate meeting the Chief of Staff/DCA’'s responsibilities as
outlined under the Mission Statement and Functions from the
Walter Reed Army Medical Center Regulation 1@-1, Organization,

Mission and Functions Manual, Chapter 6, and as indicated under

the Management and Administrative Services (MA) standards

(MA.1.4.2 and MA.1.4.4) from the Accreditation Manual far
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Hospitals (AMH/B88) published by the Joint Commission on
on Accreditation of Healthcare Organizations (JCAHO AMH/88 381,

92).

Problem Statement

The problem statement for this study was to determine the
most effective organizational structure for providing
supervision to the medical supply specialists (MOS 768J) assigned
to the Directorate of Medical Activities Administration (OMAAR),

wWalter Reed Army Medical Center (WRAMC).

Objectives

The objectives of this study were:

1. To perform a literature review on the topic of personnel
utilization and supervision in hospital material management
organizational structurses.

2. To evaluate the liaison relationship between the DMAA and
Directorate of Logistics (DOL) in the following two areas: 1) the
ability to assist in the coordination of daily medical material
activities; and @) the ability to provide the DMAA 76Js with a
better understanding of their technical skills and
responsibilities (Szilagyi and Wallace 216-217, 482-484%).

3. To analyze the current Table of Distribution and Allowances
(TDAR) for 76J requirements, authorizations, utilization patterns,

and supervision schemes within the DMAA.
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4, To develop and administer a gquestionnaire to evaluate the DMAA
unit healthcare administrator’s, principle functional supervisor’s,
and 76J’'s top 15 job tasks; the DMAA scalar chain of command; and
the DMAA for 7BJ Job and supervisor ambiguity.

5. To develop recommendations concerning the most sffective
organizational structure for the supervision and support of

the ODMAAR 76Js based on the outcomes derived from the four preceding

objectives.

Criteria

The following criteria were applied to the accomplishment of

this study:

1. Requirements and authorizations for the DMAAR 76Js as

currently documented by the most recent TDA served as the base-line
manpower staffing document to assess manpower needs in terms of
grade, MOS, and numbers.

2. The current liaison (boundary-spanning) activities between the
DMAA and DOL were measured against the original WRAMC management
concept of one logistics assistance officer (LAO)Y per floor,
except for floors one through three which had only one LAO among
them.

3. The daily Job performance of the DMAA 76Js was evaluated by
comparing the top 15 expected job tasks of unit healthcare
administrators (first-line superisors) and principle 76J
functional supervisors against the 76Js actual top 15 job tasks. A

value of .79 (79%) or lower indicated the presence of role
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Review of the Literature

Beginning with the late 1960s, medical material management
has come under increasing scrutiny by healthcare administrators.
This is a result of their need to improve and refine the delivery
of medical logistics within the institutional setting to
achieve cost and manpower efficiency (Housley ix; Sanderson 1-8;
Scheyer xi). For healthcare administrators, this type of “"logistics
management is the hospital-wide application of material management”
(Henning B86). For many years, the healthcare industry, unlike
other business sectors, bhas avoided using analytical techniques
because it was felt that healthcare did not lend itself well
to methodologies such as operations research (Johannides 58;
Richardson, France and Erb 1-2; Tomlinson B83). This lack of
managerial and statistical analysis applies to medical material
management as well. With an increasing emphasis on the efficient
delivery of health care service within the institutional
setting, many questions about the organization and function
of institutional medical material management are being
addressed and studied (Heckathormn and Greisler 23; Pitts B%;
Ruyder 30; Wilcox BB).

One area of medical material management being studied
concerns the centralization and consolidation of medical
logistics functions. These functions have historically been
decentralized under the various services within the health care
institution (Perrin S6). To increase efficiency a major trend

in medical material management in the last two decades has been
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the move toward centralization and consolidation, to include
personnel resocurces, under a single department or service
organization within the healthcare institution (Henning B6;
Koprowski 20; McKusick Bl; Perrin 80, 62). This allows direct
healthcare providers, such as nursing personnel, to spend

more of their time on patient care by relieving them of the
responsibility for medical material management (Koprowski 28;
Pitts 74; Sanderson 167; Schanilec 6). However, any shifting of
medical logistics tasks from services, such as nursing, to a more
cohesive medical material management system would require changes
in the crganizational structure of the institution (Koprowski 3%;
Sandleback 68; Wilcox B88). Yet, even with this trend toward
centralization, medical logistics is still being managed across

a wide spectrum ranging from totally decentralized to highly
centralized (Charlesworth 1; Houslay S2; Reisman 25). When it
comes tc medical logistics, the single determining Factor which
controls the degree of centralization remains the individual
healthcare institution (Pitts 71, 74; Perrin 62). Comparisons

of individual health care institutions offer one way to study
medical material management in assessing the current trends in

medical logistics management (Henning 86).

Inherent in the issue of the centralization of medical material

management functions under one department or service, supervision
of medical logistical personnel plays a critical element in the
centralization equation (Charlesworth 2; Koprowski 38-339).
Supervision is a crucial component of the management and

productivity of medical logistics personnel (Malone and
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Rucci 13; Pitts 73; Seville S; Spellman, Devin and Hughes

72-73). The improvement of centralized medical material

management depends, to a substantial degree, on thase key personnel
that are assigned as supervisors of medical logistics personnel
(Davidson Bl; Henning 87; Tomlinson B5-86). Management and
analytical studies of productivity measures resulting from the

shift toward centralization of medical logistics personnel are
useful tools to assess the impact of centralization on the different
services. Before structural changes to these services, or the
current medical material management operation occurs, a careful
assessment of the present system is required (Buckles and Boissoneau
42; Schanilec 7). The concern with appropriate supervision of
medical logistics personnel is a natural result of the current

trerd toward the centralization of medical material management and
has a significant impact on the efficient management of any
healthcare institution (Heckathorn and Greisler 26; Spellman,

Devin and Hughes 74, 78).

Research Methodology

The research methodology for this study was accomplished

in the following three phases.

1. The fFirst phase consisted of a literature search,
collection, and review of retrospective data. The literature
search helped identify current trends in medical material
personnel utilization and management, as well as presenting a

review of how other organizations have attempted to resolve this
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problem in their facilities. The collection of retrospectivs
data included efforts to obtain S0OPs, guidelines, and internal
organizational structures concerning the medical material
management personnel supervision issue at WRAMC. The sources for
this information included:

a. Army regulations and guidelines;

b. JCAHO reports for the past two inspections;

c. IG reports for the past two inspections; and

d. WRAMC SOPs, crganizaticnal structure documents,
manpower surveys, and all previous internal and external studies
on the same or similar topic within the last 15 years.

2. Phase two was categorized as empirical research and

consisted of concurrent data gathering and site visits.

Concurrent data gathering was performed via structured
interviews and discussions with WRAMC personnel involved directly
with the supervision of the DMAR 76Js. Specifically,
interviews were conducted with floor associate healthcare
administrators and unit healthcare administrators of inpatient
wards and outpatient clinics and other appropriate personnel
(e.g. Director, DMAA; Director, DOL; LOAs; 768Js; etc).
Additiocnally, concurrent information was gleaned from
participation in committee and/or review of pertinent committee
minutes.

Data concerning the methods employed by the DMAA for the
supervision aof 76Js centered around an analysis of current
internal organizational structures developed on the basis of

functional and technical supervisory channels by the DMAA and the
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five (5) associate healthcare administrators of the floor
administrative units. Job ambiguity for the DMAA 76Js was
evaluated by the use of a questionnaire which was used to develop
a list of the top 15 daily 76J job tasks as were expected by
the unit healthcare administrator (first-line supervisorl), and the
principle 76J functional supervisor and as were performed by the
DMAR 76Js. Supervisor ambiguity was evaluated by determining
the number and types of personnel providing tasks and directions to
the DMAA 76Js [ Data, to be generated on the top 15 76J skill related
tasks was compiled for each floor administrative unit of the OMAARD.
The staffing of the DMAA 76Js was also researched by utilizing
the current TDA as the base-line reference document. This
information served as a measure for the analytical comparison of
the proposed organizational structures for the supervision of the
DMAR 76Js.
Data was also collected during this time period,

to develop a generic profile of those unit healthcare
administrators who directly supervised the 76Js assigned to the
DMAAR. This data was used to evaluate the appropriateness of
the current organizational structure for supervising 76Js
assigned to the DMAR on the basis of the unit healthcars
administrator’s occupational category (military or civilian),
civilian education, and experience as a unit healthcare
administrator at WRAMC.

Site visits to other medical treatment fFacilities
in the local area, were conducted to learn their methods and

to determine their degree of success in the utilization and
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supervision of medical material management personnel. Facilitiss
visited included hospitals with active teaching programs
(residency and fellowship programs) and those which represented
various management and organizational philosophies (e.g. a
fFor-profit hospital (Fairfax Hospitall; a university hospital
(George Washington University Medical Centerl; a military teaching
hospital of similar size and function to WRAMC [Bethesda Naval
Medical Centerl]; and a VUeterans Administration hospital [Ueterans
Administration Medical Center, Washington, D.C.1J.

3. Phase three consisted of the development and analytical
comparison of proposed organizational structures. This comparison
utilized the current organizational structure pattern (e.g.
76Js assigned to the DMAA)Y and a proposed organizational structure
developed with guidance from current medical material management
literature and observed medical material management organizational
structures seen during site visits to other active healthcare
institutions (See preceding paragraph) (e.g. 76Js assignsed to
DOLY. The analytical comparison focused on a discussion of
the advantages and disadvantages of the research findings of this
study and their impact on the Future organizational structure
(e.g. either along the OMAA or DOL lines). It was planned that
the recommendation would consist of that organizational structure
which would offer WRAMC the best advantages in terms of current
manpower staffing constraints, supervisory and support

effectivenass, and efficiency in the utilization of the 76Js

.
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authorized for the provision of medical material managemsnt to
the patient care units within WRAMC [Note: An implementation

plan was not planned as a product of this researchl].
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I11. DISCUSSICN

Historical Background and Perspective on the Directorate of

Medical Activities Administration (DMAR)

The Directorate of Medical Activities Administration
(BMAAR) is one of ten directorate level activities currently
reporting to the Deputy Commander for Administration/Chief of
Staff/Deputy Post Commander for Walter Reed Army Medical Center
(See TAB A - WRAMC Organizational Chart). The mission of the
DMAA is "to provide direct [Chealthcare administrativel support
to clinical activities within the Medical Treatment Facility
CWRAMC Reg 10-1 6-29)."” The DMAA accomplishes this mission by
exercising "supervision over the management of Chealthcare
administrativel support services for the first, second, third,
Fourth, Fifth, sixth, and seventh floors of the hospital (WRAMC
Peg 10-1 6-28).” Before looking at the organizational
structure of the DMAA in detail, it was first necessary to explore
the historical background and perspective of the management
philosophy and concept of operation behind this directorate.

In the middle 1970s transition plans were being developed to
relocate fraom the old WRAMC medical treatment facilities opered in
1908 to a new, modern facility (See TAB B - WRAMC Installation Mapl.
In lire with this physical move was the concomitant development of
a new administrative support and management philosophy for WRAMC
(Southby and Rivera 5. This new administrative philosophy was
called the Unit Administration (UAY Concept (Ferreira 18987). The

UA concept implemented at WRAMC was taken from a
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adrm:-:stratars ‘Cliver 1882, Southby and Rivera 1-181.

tates Army, Director, DHMeA from 1882 - 18284,

(5)]
©
1
13
()
i}
M
)
8
{
u
[
3
3
tt
D
(08
{
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1. The ercrmous COM'PLEXITY of a medical center:

2. Tre absclute recessity to be MOPE PRODUCTIVE., To
keen nurses and physicians in patient care and NOT
healthrcare administration: and

3. Tre clirical staff was DEMANDING more SCPHISTICATED

healthcare administrative services.

Add:t:crmally, withir healthcare administrat:ion circles during the
18970%s ard at WPAMO there was a growing belief that the del:ivery of
healthcare administrative services was much like the delivery of
clin:izal serwvizces "Oliver 1882. Southby and Pivera 1-10). For
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dec:si1ors as to TPADF-0OFFS are OFTEN DIFFICULT.
The dec:i:sion must often be made as to who will
recei1ve sunncrt. These decisions are made in

corjuncticon with the clinical and nursing staffs.

Tre WPAMD UA concept was developed as a recognition of the
real life issues mentioned previously anrd also because there was a
demorstrated need throughout the entire Medical Cenrnter for trained
healthcare administrators with technical proficiency i1n the

Follcweing Functional healthcare administrative areas:

1. Persornnel management:
2. Budgeting: and

3. Facility, Equipment, and Maintenrnance.

Due to these circumstances. a8 decision was made to develop an
organizaticnal structure which would prcovide healthcare
admir.strative maragement at all levels within the Medical Center.
This structure was to address the reed to improve the "guality ard
avarlability” of healthcare administrative services while at the
same time increasing the "productivity” of the clinmical staff bu
"relieving them of [healthcarel] administrative tasks.” The
ultimate goal of the WRAMD UA organizatioral structure was "to
prowvide better patient care (0liver 1982)."

The concept of cperation for the plarned UA crganrnizational
structure provided for a healthcare administrative support

structure with ar "integrated structure parallel tc the rurs:ng
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command group (Oliver 1882).” At the apex of the UA structure was
the Assistant Chief of Staff for Medical Activities Administration
(Director, DMARA). The Director, DOMAA, was designed to provide a
bridge that united the healthcare administrative and clinical
missions at the command group level. To build this bridge the
Director, DMAA, was to be provided his own directorate level
activity within the WRAMC organizational structure and given
direct (line) supervision over seven associate healthcare
administrators within the Medical Center (Oliver 18982).

The seven associate healthcare administrators called for
in the UA caoncept were to be roughly equivalent to clinical
service chiefs within the Medical Center (Ferreira 1987).
These seven associate healthcare administrators would include
one associate administrator responsible for "clinical support
services” (which consist of medical education,
CPR clinic, medical library, tumor registry, and coordination
with clinical department healthcare administrators), a second
associate healthcare administrator who would be responsible for
the "quality assurance program” (consisting of quality assurance,
hospital committees, inpatient records, uvtilization review,
JCAH (now JCAHO), recorder of the executive committee, risk
management program, medical boards, and credentialing), and
Five associate healthcare administrators having
respongibilities for a healthcare "administrative support
division (Oliver 1882)."

The WRAMC UA concept called for these five associate

healthcare administrators, as chiefs of a healthcare

'\ I S



PATTILLO 20

administrative support division, to be assigned "geographical
areas of responsibility” and assume the ”"full Chealthcarel
administrative management responsibility” for that locality.
These geographic localities were to be an entire floor of the
Medical Center, except in the case of one associate healthcare
administrator who was to receive management responsibility for
the fFirst three floors of the Medical Center (0Oliver 1882).
These five associate healthcare administrators, as geographic
managers, were designed in the UA corganizational structure to
exercise direct (line) supervision over the unit healthcare
administrators that would be located on their floors (Ferreira
1887). The WRAMC UA concept called for a combination of both
military and civilian unit healthcare administrators to be
assigned and utilized at WRAMC (Scuthby and Rivera 1-10). These
unit healthcare administrator positions were designed to "support
a wide range of specialty clinics and inpatient units (Oliver
1982).

The base of the WRAMC UA healthcare administration structure
was designed with the unit healthcare administrator as its
fundamental component (Patterson 1987). Due to their position
within the UA healthcare administration structure, unit healthcare
administrators were given primary responsibility for accomplishing
the following technical healthcare administration management
Functions at the nursing or clinic level (Ferreira 1887, Oliver

1982, Patterson 13887):
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1. Logistics;

€. Medical records administration;
3. Receptionist duties; and
4. Housekeeping.

In addition to the above, the unit healthcare administrators were
also "responsible for the broad functions of planning, organizing,
directing, evaluating, and supervising their respective
Lhealthcare administration] units (Oliver 19823.” Unit healthcare
administrators were further held accountable for coordination
between the medical and nursing staffs that were supported by their
healthcare administration units (See Figure 1 - WRANMC UA Interaction
Scheme). TAB C (WRAMC UA Functional Schemel) provides an expanded
graphic illustration of the inherent responsibilities for
the coordination envisioned for unit healthcare administrators under
the original WRAMC UA Functional scheme by including the support
services structural chain (Ferreira 1987).

The WRAMC UA concept called for wunit healthcare administrators
to have responsibility for from two to four inpatient nursing
units of 48 beds each and/or one or more clinics on floors four
through seven. 0On the first three floors, the unit healthcare
administrators were to have healthcare administration management
responsibility for one or more outpatient clinies. The WRAMC UA
structure called for the unit healthcare administrators to have the

following healthcare personnel on their staffs to assist them in
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Fulfilling their healthcare administration responsibilities

(Ferreira 1987, Oliver 1982, Patterson 13887):

1. Medical records clerks;
2. Medical records specialists (MOS 71G);
3. Medical supply specialists (MOS 76J); and

t. Housekeepers.

The critical focal point of the original WRAMC UA
organizational structure and concept was the planned nature
of the unit healthcare administrator’'s dual responsibility For
both ancillary healthcare personnel supervision and unit
healthcare administration support. It was at this juncture in
the UA structure that we found the unit healthcare administrator
charged to function as both "a manager who must also be a
First-line supervisor; {and as] a planner who must also do
teaching of daily operational tasks (Oliver 1982).” It was this
new healthcare administration management concept of operation
that was to serve as the fulcrum for the future DMAA
organizational structure within the new Medical Center.

The healthcare administration management philosophy behind
WRAMC's UA concept was as equally as important as was the concept
of operation that was developed for the new Medical Center
healthcare administration structure (Southby and Rivera 1-10).
The mission for this novel military healthcare administration
structure at WRAMC was to "provide (healthcarel] administrative
support to the medical and nursing staffls].” The major thrust

behind the new structure was "to ensure that the philosophy of
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CLhealthcare administrativel support (was)] carried out and [was]
exhibited by competent, professional behavior on the part of the
Chealthcarel administrative staff (Oliver 1882)."

The healthcare administration philosophy for the new WRAMC
UA concept slso stressed the fact that there was now a
structural chain parallel to the clinical and nursing
structural chains (Ferreira 1887, Oliver 1882, Patterson 1987).

The purpose of this parallel chain was to allow for direct
supervision and accountability from the unit

healthcare administrators through the associate healthcare
administrators and Chief, DMAA, to the Deputy Commander for
Administration/Chief of Staff/Deputy Post Commander for the fFirst
time within a United States Army Medical Department C(AMEDD)

medical treatment facility (MIF). Thus, this parallel structural
chain was designed to not only enable the healthcare administration
structure to support both the clinical and nursing staffs, but also
to be accountable to the Medical Center's command group as well.
(See TAB C - WRAMC UA Functional Scheme).

It was envisioned from the initial conception and development
of the WRAMC UA concept that the strength of this healthcare
administrative structure should be manifested in its “ability to
be flexible and when necessary, toc manage shortages (Oliver 1982).”"
These shortages were specifically envisioned at the ancillary
healthcare support personnel level [(medical records clerks,
medical records specialists (MOS 71G), medical supply specialists

(MOS 76J), and housekeepers] where the medical and nursing staffs
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were dependent for daily support (Ferreira 1887). An example of
the planned flexibility in the WRAMC UA concept was illustrated by
(then) LTC Oliver in a 1982 address to the Department of Health
Services Administration at George Washington University through the

fFollowing scenario:

»For example, the log tech [medical supply specialist]
is accountable to his or her unit administrator. At

the same time he must be responsive to the nurse on

the ward or the physician in the clinic. As a practical
matter, the log tech is there for only one reason.
SUPPORT! The unit administrator’'s responsibility is to

ensure that the proper support is being provided.”

From a historical background and perspective it then became
clear that the healthcare administrative management philosophy
behind the develcopment of the WRAMC UA concept was two-fold. The
First was to develop a healthcare administration structural
chain parallel to the medical and nursing structural chains and
accountable to the Medical Center command group. The second
involved the development of a healthcare administrative structure
to manage shortages and ensure the philosophy of healthcare
administrative support through a competent, trained, and
professicnal healthcare administration staff within the Medical
Center. In conclusion, the WRAMC UR concept continues to remain,
as of this date, the only healthcare administration structure of
this type found in any AMEDD medical treatment Facility (MTF).

This can clearly be attributed to the passing vogue of this 137@s
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healthcare administration management concept, as well as the
adherence by the AMEDD to a more traditional military healthcare

administration structure within its MIFs (Southby and Rivera 1-10).

Current Organizational Structure of the Directorate of Medical

Activities Administration (OMAA)D

The current Directorate of Medical Activities
Administration (DMAA) is organizationally very similar to the
criginal WRAMC UA concept of the 1870s. The three major
organizational components within the DMARA structure are still
intact (See Figure 2 - Directorate of Medical Activities Administration
Organization). These three major components still remain as the
clinical support services, quality assurance/risk management, and
the administrative support divisions, of which there are five
(WRAMC Reg 10-1 6-283.

This research was limited to the administrative support
divisions since the clinical support and quality assurance/risk
management components do not have any medical supply NCOs or
specialists (MOS 76J) required as organic components of their
structures. Administrative support divisions are defined again as
"geographic areas of [(healthcare administrativel responsibility”
that correspond to an entire floor of the Medical Center, except
for fFloors one through three which comprise one administrative

support division (Oliver 13882, WRAMC Reg 10-1 6-29 - B-31).




Figure 2 DMAA Organization
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A detailed analysis of each of the fFive administrative
support divisions was performed in this research for two purposes.
First, an analysis was done to determine the present healthcare
administrative organizational structure supporting each of the
seven floors in the Medical Center. The second analysis was done
to determine the actual supervisory structure for each of the five
administrative support divisions. The Table of Distribution and
Allowances (TDA) manpower and staffing document that governed this
research was TDA HSWE2DHAA (Walter Reed Army Medical Centerl, with
an effective date of October 1987. The analysis of each of the five
administrative support divisions was limited to the manpowsr and
staffing that affected the organizational structure for supervision
of 76Js assigned to the DMAA. TAB D (WRAMC TDA HSW2DHAA DMAA
Excerpts) provides supporting documentation for the following
discussion and the five DMAA administrative support divisions which
follow.

Base-line templates for discussion within this research
paper first had to be developed for the healthcare
administration organizational structures of the five DMAAR
administrative support divisions to facilitate an
understanding of the structures governing daily 76J performance
and utilization within the Medical Center. For the purposes of
this research, only structures affecting the supervision and
utilization of 76Js within the DMAA were explored in detail.

The First DMAA administrative support division to be
detailed is the one covering the first through third

floors. Figure 3 (Administrative Support Division - Floors 1-3)




Figure 3 ASD - Floors 1-3
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graphically illustrates the current organizational 76J manpower
structure required and authorized for this geographic area. This
administrative support division (ASD) has requirements for
nine 76Js [one Staff Sergeant (E-6), one Sergeant (E-5), three
Specialists (E-4), and four Privates (E-1 thru E-3>1.
Currently this ASD is authorized only eight 7B8Js (all
requirements are met, less one Private). Points of interest about
this particular ASD include the fFacts that the authorized 76J
Staff Sergeant is a new position within this ASD; that the
Non-Commissioned Officer-in Charge (NCOIC) of this ASD is a
Sergeant First Class (E-7), Patient Administration Specialist (MOS
71G); and that all six unit healthcare administrators (referred to
in the TDAR as a Supervisor, Health System Specialists) are all
documented civilian positions.

The actual supervision structure for the ASD, Floors 1-3,
is fundamentally different from the organizational structure
depicted in Figure 3 (Administrative Support Division - Floor
1-3). The current actual supervision structure for this ASD is
depicted graphically in Figure 4 (ASD Floors 1-3 76J Supervision
Scheme) (Costello 1887). In this ASD supervision schematic,
the 76Js are directly supervised by their respective unit
healthcare administrators. Technical supervision and guidance is

provided as is needed or requested by the senior 76J Sergeant (E-5

thru E-B) assigned to the ASD, Floors 1-3. This supervisory structure

is prototypical of what was intended under the original 18970s WRAMC UA

concept with unit healthcare administrators functioning as first-

line supervisors of 76Js (Ferreira 1987, Patterson 1887, TAB ).
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Figure 4 ASD Floors 1-3 76J Supervision Scheame
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The second DMAAR ASD detailed covers the Fourth floor
of the Medical Center. Figure 5 (Administrative Support Division
- Floor 4) graphically illustrates the current organizational 76J
manpower staffing structure required and authorized for this
particular geographic area. This ASD has requirements for 19
76Js [one Staff Sergeant (E-6), three Sergeants (E-5), seven
Specialists, and eight Privates (E-1 thru E-33]. At the current
time, the ASD is authorized 18 76Js (all requirements are met,
less one Private). Points of interest about this ASD
include the fact that the authorized 76J Staff Sergeant
position is not new; that the NCOIC for this ASD is a Staff
Sergeant (E-B), Administration Specialist (MOS 71L); that only
Five of the six required unit healthcare administrator
positions are authorized (two are military and three are
civilian positions, the required but not authorized position is
military); and that this ASD is generally accepted as the one
supporting the most demanding geographic area (Stingle 1887).

The actual supervision structure for ASD, Floor 4, is, like
the ASD, Floors 1-3, and is Fundamentally different from the
organizational structure depicted in Figure S (Administrative
Support Division - Floor 4). The actual supervision structure for
ASD Floor 4, is graphically depicted in Figure 6 (ASD Floor 4 76J
Supervision Scheme) (Weiner 1987). 1In this particular ASD's
supervisory schematic , the 76Js are, like ASD, Floors 1-3, being
supervised directly by their respective unit healthcare
administrators. Again, technical supervision and guidance is

provided as is needed or requested by the senior 76J sergeant for




Figure S ASD - Floor 4

Chief, Administrative
Support Division

PATTILLO 33

B7A 2-4
1 1
Administration
NCO
71L E-6
1 1
Medical Supply Unit Healthcare Unit Healthcare
NCO Administrator Administrator
76J E-B B7A 2-3 GS-11
1 1 L [
[ | L
Medical Supply 3 e 3 3
NCQO
76J E-S
L
[ |
3 3
Medical Supplyl
Specialist -
76J E-4 —_
Medical Supply
Lr Specialist _L
L o
l -
L 76J E-3 i
L
7 7 L
|
L
L
L
[
8 7

NOTE :

Number under box to left is REQUIRED strength

Number under box to right is AUTHORIZED strength




]

PATTILLO 34

Figure 6 ASD Floor 4 76J Supervision Scheme
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the ASD, Floor 4. As with the ASD, Floors 1-3, this ASD has the
prototypical supervision structure envisioned in the original WRAMC
UA concept of the 1978s (Ferreira 1987, Patterson 1387, TAB C).

The third ASD detailed covers the fifth floor of the
Medical Center. Figure 7 (Administrative Support Division -

Floor 5) graphically illustrates the current organizatiomnal 76J
manpower staffing structure required and authorized fFor this
geographic area. The ASD, Floor 5, has requirements for 12 76Js
Cone Staff Sergeant (E-8), two Sergeant (E-5), five Specialists
(E-4), and four Privates (E-1 thru E-3)]. Currently, the ASD,
Floor 5, has all 12 requirements authorized. Points of

interest about this ASD include the fact that the Staff Sergeant
(E-6) is a new position; that (to be consistent) the NCOIC for this
ASD is a Sergeant First Class (E-7), Patient Administration
Specialist (MOS 71G); and that the four required and authorized unit
healthcare administrator positions are split equally between
military and civilian billets.

The actual supervision structure for the ASD, Floor S5, like
the two preceding ASDs, is also different from the organization
structure depicted in Figure 7 (Administrative Support Division
- Floor 5. The current supervisory schematic is depicted in
Figure 8 (ASD Floor S 76J Supervision Scheme) (Weinschenk 1387).
Like the two previous ASDs, the ASD, Floor 5, utilizes the proto-
typical supervision structure envisioned in the original 187@s
WRAMC UA concept (Ferreira 1987, Patterson 1987, TAB C). And
like the two previous ASOs, technical guidance is provided as is

needed or requested by the senior 76J sergeant on the ASD, Floor S.
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Figure 7 ASD - Floor S
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Figure 8 ASD Floor 5 76J Supervision Scheme
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However, in the case of the ASD, Floor 5, this assistance is
provided by the senior 76J sergeant through the ASD’s NCOIC
supervision (Weinschenk 1987).

The fourth ASD detailed covers the sixth floor of
the Medical Center. Figure 9 (Administrative Support Division
- Floor 6) graphically illustrated the present organizational 76J
manpouwer staffing structure required and authorized for this
geographic area. This ASD has requirements for 14 76Js L[one
Staff Sargeant (E-B), three Sergeants (E-5), five Specialists
(E-4%>, and five Privates (E-1 thru E-33]. Currently, the ASD,
Floor 6, has 13 76Js authorized (all requirements are met, less one
Sergeant). Points of interest include the fFact, like the ASDs,
Floors 1-3 and 5, the 76J Staff Sergeant position is a neaw
requirement and authorization; also, like the ASD, Flgors 1-3, and
the ASD, Floor 5, the NCOIC for this ASD is a Sergeant First Class
(E-7), Patient Administration Specialist (MOS 71G); and that all
four unit healthcare administrator positions are authorized
Conly one of the four positions is military).

The actual supervisory structure for the ASD, Floor 6, is
fundamentally different than the organizational structure
depicted in Figure 9 (Administrative Support Division - Floor
6). The present supervision structure is depicted graphically
in Figure 10 (ASD Floor 6 78J Supervision Schema) (Stingle 1887).
Unlike the previous three ASDs, this ASO’'s supervisory scheme does
not fFollow the prototypical model envisioned in the WRAMC UA
caoancept fFrom the 1970s. Instead, in this ASD, 76Js are supervised

on a daily basis by the senior 76J Sergeant for
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Figure 18 ASD Floor 6 76J Supervision Scheme
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the ASD, and the senior 76J Sergeant (E-5 thru E-B)
receives his/her necessary guidance and directions from one of
the unit healthcare administrators designated as the RSD
expert in healthcare material management. Other unit
healthcare administrators for the ASD still provide guidance to
the senior 76J Sergeant supervising the ASD 76Js as it affects
their supported nursing units and clinics. This is a marked
departure in supervision from the previous ASDs.

The Fifth, and final, ASD detailed covers the
seventh floor of the Medical Center. Figure 11 (Administrative
Support Division - Floor 7) graphically illustrates the current
organizational 76J manpower structure required and authorized
fFor this final geographic area. This ASD has requirements for
eleven 76Js [two Sergeants (E-5), fFive Specialists (E-4),
and four Privates (E-1 thru E-33]. Currently, this ASD has
all its requirements authorized. Points of interest include
the fact that this is the only ASD not authorized a 76J
Staff Sergeant as the senior 76J SED. Instead, this ASD is
authorized a 763 (E-5) as its senior medical supply specialist.
The reason for this is the fact that this ASD is the only ASD
where the NCOIC for the ASD is a Staff Sergeant (E-B) rather than
a Sergeant First Class (E-7), and a Medical Supply Specialist (MOS
76J) rather than a 71G (Floors 1-3, S, and 6) or a 71L (Floor 4%).
However, on Floor 7, it was not intended fFor this ASD NCOIC to
Function in any other capacity except as the ASD NCOIC. Finally,
this ASD is authorized all three required unit healthcare

administrators (only one of the three positions is military)d.
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Figure 11 ASD - Floor 7
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The actual supervision structure for the ASD, Floor 7, like
all the previous ASDs, is different from the TODA organizational
structure depicted (See Figure 11 Administrative Support
Division - Floor 7). The actual supervisory structure is
graphically depicted in Figure 12 (ASD - Floor 7 76J Supervision
Scheme?) (Murry 1987). Like the ASD, Floor B, this ASD supervisory
scheme differs remarkably from the intended 13870s WRAMC UA
cecncept. The actual supervisory structure works in a fashion
similar to the ASD, Floor B, with a 76J Sergeant (E-5) providing
daily supervision to the ASD 76Js and a designated unit
healthcare administrator Functioning as the ASDO medical
material management expert. 0Other ASD unit healthcare
administrator(s) can provide guidance to the Floor 7 76J
Sergeant as it affects their healthcare administration unit
and supported nursing units arnd clinics.

A summary of information collected about the five DMAA
ASDs is provided below and in Figure 13 (Summary of the Five
DMAA Administrative Support Divisions) and shows their

similarities and differences:

1. The ASDs, Floor 1-3, 5, & 6 have a Sergeant First
Class (E-7), Patient Administration Specialist (MOS

71G3 as the ASD NCOIC. The ASD, Floor 4, has a Staff
Sergeant (E-B), Administration Specialist (MOS 71L)

and the ASD, Floor 7, has a Staff Sergeant (E-B), Medical

Supply Specialist as their ASD NCOIC.
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2. All ASDs have a 76J Sergeant (E-5 or E-B) in
their organizational structure that could be tasked
to perform as both the ASD first-line supervisor of
assigned 76Js and technical expert in medical material
management,

3. Three of five ASDs are currently utilizing the
1370s WRAMC UA concept of the unit healthcare
administrators as first-line supervisors for 76Js.
Two ASOs are utilizing a modified supervision scheme
with a 76J sergeant providing daily supervision of the
ASD’'s 76J and a designated unit healthcare
administrator supervising the 76J sergeant and also
functioning as the ASD medical material management
expert. Other ASD unit healthcare administrator
provide guidance to the 76J sergsant supervising the
ASD’'s 76Js as it effects their healthcare
administration unit or support nursing units and
clinics.

4. Two ASOs have their full complement of required
76Js authorized by WRAMC TDA (RSDs, Floor S & 7) and
the other three ASOs are authorized only one less

than their full requirements by TDA.
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Figure 13 Summary of the Five DMAA Administrative Support
Divisions

Summary of the Five OMAA Administrative Support Divisions

NCOIC 76J Supervisor

& Medical Prototypical of

ASD Material 1870s WRAMC UA

GRADE | MOS Management Concept Auth = Req’d

E-S/E-6

1-3 E-7 |71G Y Y -1

4 E-6 |71L Y Y -1

5 E-7 |[71G Y Y Y

6 E-7 {716 Y N -1

7 E-6 |76J Y N Y

As evidenced by the information collected and detailed in

this section, three of five of the DMAA ASOs (the majority) are

functionally structured to provide supervision of the DMAA's

76Js as originally envisioned in the 1978s WRAMC UA concept

(TAB C). The effectiveness of the supervision structures

utilized by the DMAA ASDs for 76Js are evaluated and detailed

later in this ressearch paper.
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The Directorate of Logistic (DOL) Liaison Structure for

Supporting the Directorate of Medical Activities Administration

(DMAA)

The WRAMC UA concept developed in the 13780s recognized
that the organizational structure snvisioned for the Medical Center
healthcare administration structure would assume full responsibility
For managing medical material in all nursing units and clinics.
However, the original organizational structure did not provide
technical experts in medical material management as an organic
component of the DMAA structure (Ferreira 1987, Patterson 1987).
Medical material management experts were defined as any
commissioned officer, enlisted soldier, or civilian within the
DMAR organizational structure dedicated to providing personnel
supervision, education, customer assistance, logistical
planning, and technical consultation in the area of medical
material management. Although some medical supply
Non-Commissioned OfFficers (NCOs) were required and authorized
under the original WRAMC UA concept, their grade was authorized
only because of the need for them to manage a small receiving and
issuing point on each of the five ASDs of the DMAA. Additionally,
these NCOs were originally authorized only in the grade of
Sergeant (E-5) (Ferreira 1887, Patterson 13887).

A method of providing the necessary technical supervision
to allow the DMAA to manage its full range of medical material

activities and responsibilities was crafted into the original
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WRAMC UA concept by tasking the Directorate of Industrial
Operations (DI0) (now called the Directorate of Logistics (ODL)Y)
to ”act as the primary logistical point of contact for supply and
administrative personnel within the Medical Treatment Facility
(MTF)Y (WRAMC Reg 16-1 6-37; Yates 13987)>.”

The original 13970s WRAMC UA concept called for the DMAA to
be provided its medical material technical supervision through a
liaison relationship between the DI0 and DMAA (Ferreira 1987,
Patterson 13987, Yates 1987). The present organization of the DOL
is similar to the organizational structure of the DI0D when the
WRAMC UA concept was developed, except that the Purchasing and
Contracting Division was made a separate directorate in 198B. (See
Figure 14 DOL COrganization) (Marley 13988). Under the original
liaison relationship between the DIO and the DMAA, DIO provided
one “logistic area manager (LAMY” to each of the DMAA fFive ASDs,
for a total of five LAMs to support the DMAA (See Figure 15
Original DIO (DOL)Y/DMAA Liaison Structure) (Ferreira 1887, Patterson
1987; Pomeo 1988, Smullen 13887, Yates 1987). LAM positions were a
combination of commissioned Medical Service Corps (MS) logistics
officer (67K) and civilian (GS-11) positions and were authorized on
the DI0O TDA (Ferreira 1987, Patterson 1987, Yates 1987). These five
LAMs, under the control of a MS 67K who reported to the Director,
D10, worked in close association with their respective associate
healthcare administrators to ”"monitor the performance of 0OI0
activities within the [Medical Centerl]” and to provide
"education, customer assistance, logistical planning and

technical consultation” to the healthcare personnel of the ASD
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Figure 14 DOL Organization
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Figure 15 QOriginal DI0O (DOL)>/DMAAR Liaison Structure
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to which they provided liaison services. These LAMs did not
fall under the direct supervision of the DMAA, but were
supervised by the Director, DI0O, through a logistic area manager
(MS 67K Major 0-%) for support of the Medical Center (Ferreira
1987, Patterson 1987, Smullen 1987, Yates 1987).

In looking at the current liaison relationship between the
DOL and the DMAA, the specific liaison responsihilities envisioned
under the original 1970s WRAMC UA concept still remain valid
(Smullen 1887, Yates 1987). The single most noticeable diffsrence
between the original and current liaison relationship between the
BOL and DMAA is that there is no longer an authorized DOL
liaison position for each of the fFive DMAA ASDs (See Figure 16
Current DOL/DMAA Liaison Structure). Additionally, the LAMSs are
now referred to as "logistic assistance officers (Yates 1887)."
It is evident that a reduction has occurred, through many progressive
WRAMC TDAs, in the number of authorizations, but not in requirements,
for LAOs on the DOL TDA (See TAB E WRAMC TDA
HSWeDHAA DOL Excerpts, Smullen 1987, Yates 1987). Currently,
there are only two LAOs (one military and one civilian) assigned to
the liaison mission between the DOL and DMAA. The third position
of logistics area manager (MS B7K 0-4%) is being utilized for
other duties within the DOL (Smullen 1887). OF the two LAOs, one
(military) is assigned as liaison for the ASDs, Floors 1-3 & 6, while
the other LAO (civilian) is assigrned as liaison for the ASDs, Floors
4, S, & 7 (Smullen 13887, Yates 1987).

The effect of a 60% reduction (three of five) in total

numbers of authorized LAOs from the original 1970s WRAMC UA
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Figure 16 Current DOL/OMAA Liaison Structure
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concept has caused a definite degradation in the DOL/DMAA liaison
structure and in its ability to perform its full range of medical
material management responsibilitises. In the original DOL/DMAA
liaison structure, each ASD had its own LAO to provide the full
range of liaison functions previously mentioned (Yates 1987).
Because the ASOs did not have an authorized position on the TDA
fFor an individual with extensive medical material management
experience, their reliance on the LAOs for technical assistance
in medical material management was critical. The current
WRAMC TDA authorizes each of the DMAA ASDs a 76J (medical
supply specialist) position in the grade of Staff Sergeant
(E-B). However, the exact function of this position has yet to
be defined by the DMAA, although its use as a medical material
management supervisor by the individual ASDs is anticipated.
Compared to the original DIO/DMAAR liaison structure of one
LAM per ASD, the current DOL/DMAA liaison relationship provides
the DMAA ASDs with a reduced capability. The ability of the two
LA0s to assist the 76Js in developing a better understanding of
their technical skills and responsibilities is compromised.
Since the probability of gaining an increase in the number of
authorized LAOs in the future is unlikely, especially considering
the Congressional desire to reduce the military budget, other
methods of strengthening the DMAA ASD medical material
management technical assistance/liaison structure will have to

be developed for the future.
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Data developed for evaluating the current DMRA organizatiocnal
ucture was derived through the use of purposive sampling
nick 1888Y. The authcor developed all questiornaires needed for
s research utilizing current literature as a guide for its
ign ard applicatiorn (Boissoneau 17-28; USARECS RB 26-143.

guestionraires used were of three (3) types depending on the

predcminant group to be surveyed. The three groups surveyed were

1N

and
res
5n,
the

cut

The

the DMAA unit healthcare administrators; 2) the DM&AA 76Js;
3 the predominate furctioral supervisor, in the case of this
earch, the Department of Nursing (DON) wardmasters (See Table
A wardmaster For the purpose of this research was defined as
senior Non-Commissioned Officer (NCOY of a nursing ward or an
patient cliric within the fMedical Center.
1+ is important to urnderstand why three groups were sampled.

three groups named above comprise a "productivity triangle”

(Ryder 3@ -36). Figure 17 illustrates this productivity triangle.

At

the

the

Fun

the apex are the unit healthcare administrators that function as
DMAA 76Js direct supervisors and also as points of contact for
functioral supervisors supported by the DMAA 76Js. These

ctiornal supervisors are fFound at one corner of the triangle base.

The predominate functional supervisors for the DMAA 76Js have been

dem

the

onstrated to be the DON wardmasters who supervise and coordinate

daily tasks of the DMAA 76Js that directly support them and their

wards arnd clinics.
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Figure 17 Productivity Triangle
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Firally, at the other cormer of the triangle base are the DMAA
768Js, whose daily performance is a Function of the supervision
they receive from this productivity triangle.

The guestionnaires distributed to the three groups had the

same generic characteristics as is outlined below:

1. Each guestionnaire had a cover sheet which identified
the group being surveyed and outlined instructions for
completing the questionnaire.

2. Each questionnaire consisted of a list of 56 76J tasks.

the S6 tasks came from the Soldier’s Manual and Trainer'’'s Guide

MOS 76J Medical Supply Specialist (STP 8-76J15-SM-TG 6 Feb 1985).
The S6 tasks were all inclusive of the total realm of skill level

one and two tasks for 76Js.
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3. Each respondent was asked to identify 15 tasks on the
questionnaire. These 15 tasks comprised 26.8% (15/56) of the total
skill level one and two tasks.

4. In addition to the S6 tasks listed on the
questignnaire, up to four other tasks not associated with the
Soldier’s Manual and Trainer's Guide could be written in by the
individual being surveyed. This brought the total number of
potential tasks listed toc 60.

5. The 15 tasks to be identified on the questionnaire then
comprised 25.0% (15/60) of the total tasks that complsted the
list of tasks on the questionnaire.

6. The questionnaire had a section that asked the
participant to prioritize his/her selected 15 tasks. The tasks
were to be prioritized from the most important task to the least
important task.

7. The guestionnaires were pilot-tested on a small sample
from each of the three groups [DMAAR unit healthcare
administrataors (2/21 = 10%); DMARA 76Js (5/47 = 11%); DON
wardmasters (4/40 = 10%>]. Minor administrative changes to the
qguestionnaires were made as a result of the pilot-test.

8. All three gquestionnaires utilized were approved by the
Chief of Staff and the appropriate directorate/department chiefs
(e.g. Director, DMAA; Chief, DOND,

Questionnaires for the DMAA unit healthcare administrators
were distributed in February 1888. Distribution was accomplished
by hand-delivering the questionnaires to each floor associate

healthcare administrators who in turn distributed the
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questionnaires to his/her unit healthcare administrators. Upon
completion of the guestionnaires by the unit healthcare
administrators they were turned in to the floor associate
healthcare administrators who in turn forwarded the completed
guestionnaires to the author. A total of 21 questionnaires were
distributed via floor associate healthcare administrators and 16
were returned for a response rate of 76% (16/213. A breakdouwn
by floor and the DMAA is indicated in Table 1. The questionnaire
distributed to the DMAA unit healthcare administrators is
enclosed as TAB F - OMAA Questionnaire for Unit Administrators.
Questionnaires for the DMAA 76Js were distributed in
February 1988. Distribution was accomplished by hand-delivering
the questionnaires to the DMAA senior NCO who in turn distributed
the questiomnnaire to the five ASD NCOICs. The ASD NCOICs
distributed the questionnaires to their assigned 76Js in the
grades of Sergeant (E-5) and below. Enlisted grades of Sergeant
(E-5) and below are equivalent to skill levels one and two in
terms of training. In fact, skill level one equals the grades of
Private (E-1) through Specialist (E-4) and skill level two equates

directly to Sergeant (E-S5) (Soldier’'s Manual and Trainer's Guide

1-1>. Upon completion of the questionnaires by the DMAA 76Js they
were returned to the appropriate ASD NCOIC who in turn forwarded
the completed questionnaires to the DMARA NCOIC. The DMAA NCOIC
returned the completed questionnaires to the author. A total of
47 guestionnaires were distributed via the DMAA NCOIC and 41

were returned. O0Of the 41 returned questionnaires, only 37 were

completed in a manner sufficient to be utilized. The response
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TABLE 1 DMAA Unit Healthcare Administrator Questionnaire Response

OMAA Unit Healthcare ARdministrator Questionnaire Respaonse
Floor/ARSD # Responding # Not Responding Total
1-3 5/ B3% 3/37% B8/100%
4 4/ B87% 2/33% 6/100%
= 3/100% 0/ 0% 3/100%
B 2/100% /s B% 2/100%
7 2/100% 0/ B% c/100%
DMAA 167 76% 5/84% 21/100%
TABLE 2 DMAA 76J Questionnaire Response
DMAA 76J Questionnaire Response
Floor/ASD # Responding # Not Responding Total
1-3 6/ BB6% 1/714% 7/100%
14 1927 B7% 5/33% 15/100%
=) B/100% @/ B% B/100%
B 7/ 78% 2/ec% 9/100%
7 6/ 75% 2/285% 8/100%
DMaA 37/ 79% 10/21% $47/100%
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rate for the DMAA 76Js was 79% (37/47). A breakdown by floor
and the DMAA is indicated in Table 2. The guestionnaire
distributed to the DMAA 7BJs is enclosed as TAB G - DMAA
Questionnaire for 76Js.

Questionnaires for the DON wardmasters were distributed in
March 1888. Distribution was accomplished by hand-delivering the
questionnaires to the DON Sergeant Major (SGM) who in turn
distributed the questionnaires to the DON equivalents of the
DMAA ASD NCOICs, the nursing floor NCOIC. The nursing floor
NCOIC distributed the questionnaires to the wardmasters. Upon
completion of the gquestionnaires by the wardmaster the above
sequence of events was reversed. A total of 40 questionnaires
were distributed and 34 were returned for a response rate of 85%
(34/4@). A breakdown by floor and the DON is indicated in Table
3. The questionnaire distributed to the DON wardmasters is

enclosed as TAB H - DMAA Questionnaire for Wardmasters and

Clinic NCOICs.

Role Ambiguity

The data collected from the completed guestionnaires allowed
an assessment of the presence of role ambiguity (lack of
clarity with respect to duties, responsibilities, and
activities) in the daily work enviromment of the DMAA 76Js due
to the present organizational structure of the DMAA (Szilagyi
and Wallace 191). This was accomplished by comparing the top 15
tasks identified by the DMAA unit healthcare administrators, the

DMAA 76Js, and the DON wardmasters to establish a commanality of
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TABLE 3 DON Wardmaster Questionnaire Responsse

DON Wardmaster (Questionnaire Response
Floor/ASD # Responding # Not Responding Total
1-3 6/ 75% 2/285% 8/100%
4 8/ B7% 4/33% 12/100%
S 8/100% B/ 0% B8/100%
B8 6/100% B/ 0% 6/100%
7 65/100% B/ 0% 6/100%
DON 34/ B5X% 6/15% 40/100%

tasks between the three groups. The standard used to evaluate
the commonality of tasks was set by the author at 12 of 15 tasks
(80%) in common between the three groups. If the groups had
less than 12 tasks in common among their top 15 tasks, it was
felt by the author that there was a lack of clarity with respect
to duties, responsibilities and activities for the DMARA 7B6Js.

In the case of these three groups, the DMAA 76Js represented
the actual individual being supervised. The DMAA 76J is
traditionally supervised by the DMAA unit healthcare
administrator, except in the cases of the sixth and seventh ASDs
where the DMAA 76J is supervised by the senior DMAAR 7B6J sergeant.
However, in all cases, the direct (line) chain of command is
exercised through the DMAA. The DON wardmaster is the most common

functional supervisor (putside the direct chain of command) that
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provides supervision and direction to the DMAA 76Js (the issue

of the scalar chain of command will be discussed in detail later
in this research). Suffice it to say that the DMAA 76Js operate
in an envircnment of multiple functicmnal supervisors and a single
line supervisor. Because the DON wardmaster is the most common
Functioral supervisor in the OMRA 76Js productivity triangle, they
crovided a base for comparing the commonality of the DMAA unit
healthcare administratcors and 76Js job tasks against a supported
management structure, in this case the DON through its
wardmasters.

Table 4 gives a syropsis of the degree toc which all three
groups agreed on the same 15 tasks for a given floor unit. As
can be seen from the data, no flcor unit within the Medical Center
met the minimum standard of naming 12 of 15 job tasks in
commaon. This data clearly indicated that not only the supervised
personnel (the DMARA 76Js?, but both the direct (line) supervisor
(the DOMAA unit healthcare administrator) and the functional
supervisor (the DON wardmaster) had a significant problem in
clarifying the job tasks, responsibilities, and activities for
the DMAA 76Js on a daily basis. This inability to agree on
common tasks necessary to be performed on a daily basis was
expected to be manifested in a feeling af lack of support by
fFunctional supervisors and frustration by the DMRA 76Js because
they cannoct meet supervisor (direct and functional)’ expectations.

The direct supervisors’ inability to provide adequate support
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Commonality of Tcp 15 DMAAR 76J Job Tasks

Commonality of Top 15 DMRA 76J Job Tasks

Floor Groups # Job Tasks %> Job Tasks
Agree* Agree*
1-3 All B 53%
UA/76J 10 B7%
uA/DON 10 B87%
DON/76J 11 73%
4 All B 53%
uas/76J 10 B7%
uAa/DON 10 B7%
DON/76J 10 B67%
5 All 38 60%
UA/76J 11 73%
UA/DON 10 B7%
DON/76J 10 B7%
B All 8 53%
UA/76J 11 73%
UA/DON 11 73%
DON/76J 10 67%
7 All 4 27%
UA/76J 7 47%
uA/DON 8 53%
DON/76J B S3%

*Standard = 12 Job Tasks

Should Agree/B80% Job Tasks Should

Agree
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to either the DMAA 76J or the supported Functional supervisors,
in this case the DON wardmasters, also became apparent
(Szilagyi and Wallace 493 - 502).

The current WRAMC management philosophy of separate
management structures for the DMRA, the DON, and profsssional
(clinical) services creates an environment where the premium is
on communication between separate, but complementary management
hierarchies. The results indicated in Table 4 illustrate the need

For substantially better communications between superwvisory

personnel of these structures, especially the DMAA and DON., IF
the supporting management structure (the DMAAR) cannot

communicate with the supported structure (the DON>, then a
consensus about common job tasks to be accomplished on a daily
basis by the DMAA 76Js car not be reached. This is currently the
case as is documented in Table 4. Clearly, the presence of role
ambiguity for the DMAA 76Js is a current factor in their present
work environment that must be addressed in the present DMAA
organizational structure if improvements in its ability to

supervise and support the assigned 76Js are to occur.

Scalar Chain of Command / Supervisor Ambiguity and Conflict

A clear chain of command, often called the scalar principle
because authority flows distinctly from superior to subordinate,
shows "who reports to whom, who is responsible for the actions of
an individual, C(andl] who has authority over the worker (Liebler,

Levine, and Dervitz 73).” Superior and subordinate working

relationships within the DMAA (e.g. unit healthcare administrators
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and 76Js2 end to be less structured in terms of a clear daily
hierarchical superior to subordinate reporting environment than
other WRAMC hierarchical management structures (e.g. DOL).

In the case of the DMAA 7BJs daily work environment, the issue of
organizational unity of command (the uninterrupted line of
authority from superior to subordinate) presented another area of
concern.

The unique aspect of the management structure of WRAMC
provides for the complementary use of three distinct and separate
management structures for professional (clinical) services,
nursing, and administration, which places the DMAA 76Js in a
matrix—-like organizational structure during their daily work
environment. While the DMAA 76Js have their traditional ”line”,
or hierarchical, organizational structure (See TAB C - WRAMC UA
Functional Scheme), they work under the "Functional” daily
supervision of the OMAA, DON, and professional services
management structures. Table S shows the most common functional
supervisors in the OMAA 76Js daily work environmment as
identified by the 76Js in their questionnaire responses.

Table S shows that the DMAA 76Js clearly see themselves as
responsible to multiple management (Ffunctionald) structures in
addition to their own management (line) structure. Multiple
supervision structures are "a predominant characteristic of the
matrix organization and stand in distinct contrast to the unity
of command in the traditional organizational structure” (Liebler,
Levine, and Dervitz B83). This clash of traditional "line”

versus "fFunctional” supervision is a great source of frustration
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TABLE 5 Most Common Daily Functional DMAA 76J Supervisors

Most Common Daily Functional DMAA 7B8J Supervisors
Supervisory % of Total # of DMARA 7BJs Rank
Position DMAA 76Js Selecting/
Identifying Responding
Wardmaster/ 84% 31/37 1
Clinic NCOIC
(DOND
ASD NCOIC 65% 24/37 2
(DMAA)
Nurse/ Clinic S1i% 18/37 3
Coordinator
CDOND
Physician 24% /37 4
(Clinicaly

and conflict for those supervisors, both military and civilian,
who were trained to supervise and manage in other traditional
military hierarchical organization structures with follow clear
chain of command and unity of command principles. Nowhere is

this more apparent than in the DON management structure, where
wardmasters have traditionally had at other AMEDD MIFs the

direct (line) supervision of all ward personnel, to include the
76Js. "Functional” supervision with its inherent responsibility
to train and manage someone else’s personnel without “traditional”

hierarchical supervisory authority is a high hurdle that must

be overcome at WRAMC. To accomplish this, the education of

functional supervisory personnel (within and outside of the DMAA)
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occurs on the intricacies of matrix organizations and the proper
utilization of the current daily supervision structure for the
DMAAR 76Js. The critical roles that "line” and "functional”
supervisars perform in the daily work enviranment of the OMAA
76Js must be understood by the other management structures within
the Medical Center. It is the responsibility of the DMAA to
educate the other management structures about these roles. This
responsibility is a Function of the DMAA that can naot be abrogated.
The presence of supervisory ambiguity (the inability to
identify one’s correct first-line supervisor) and conflict (two or
more supervisors giving tasks, making demands, and giving directions
and guidance) in the DOMAA organizational structure is a problem for
the DMAA 76Js that warrants management attention. Supervisor
ambiguity and conflict should be expected due to the unique
nature of the multiple supervision structures in the daily work
environment of the DMAA 76Js and because of the inherent clash between
the "traditional” military hierarchical and matrix supervision
structures. Table 6 shows a breakdown by floor and the DMAA of
the DMAA 76Js ability to correctly identify their first-line
supervisors. The actual first-line (direct) supervisors were
obtained fFrom documentation supplied by the DMAR associate floor
healthcare administrators for the appropriate ASD. The standard
for evaluating the presence of supervisory ambiguity was set at
895% (95/1008) by the author CLNOTE: The author was unable to find

a suitable standard in the literaturel. It was felt that an
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TABLE 6 DMAA Supervisor Ambiguity

DMAA Supervisor Ambiguity
Floor/ASD # / % of DMAA 76Js # / % of DMAA 76Js
Indicating Correct Indicating Incorrect
First-Line Supservisor First-lLine Supervisor
1-3 4 / B67% 2 / 33%
4 9 / S0% 1 / 10%
5 7 / 8B% 1 /7 12%
B B / BB% 1/ 14%
7 B / 100% e / 0%
DMAA 32 / 86% 5 / 14%

organization was correctly managing supervisory ambiquity in a
matrix supervisory structure when 395% of personnel could correctly
identify their documented supervisors.

It is evident from Table 6 that supervisory ambiguity is
present within the OMAAR. All ASDs, except ASD 6, showed some
confusion by assigned 76Js as to exactly who is their first-line
supervisor. In all casss in which a DMAA 76J named an incorrect
first-line supervisor, they named a functional supervisor as
their first-line (direct) supervisor. Again this addresses the
need for the DMAA to educate not only line and functional
supervisors about matrix organizations, but more importantly,

the individuals that work within this structure.
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Figure 18 (DMAA Matrix Supervision Scheme) provides the
best illustration of the complex and multiple supervision
structures that the OMAA 7BJs currently function under on a daily
basis. One can easily visualize how supervisor conflict between
line and fFunctional supervisor supervisors can and does occur
because of this situation. It can be seen that the DMRA 76J is,
to some degree, supervised on a daily basis by not only the line
(direct) supervisor, but also by functional supervisors from all
three predominant management structures within the Medical Center.
This type of matrix supervision scheme is unique to WRAMC.

Until the Medical Center recognizes the unigqueness of its own
matrix management structure and learns how to maximize it, WRAMC will
fail to recognize the need to educate those personnel trained and
developed along management and supervisory tracts in other
AMEDD organizations and MIFs. This training and education should
serve to modulate, but not entirely eliminate, the degree of
conflict between line and functional supervisors of the DMAAR 76Js
and improve the 78J daily work environment. To the casual observor,
the uniqueness of the DMAA 76J matrix supervision structure, with its
inherent potential superviseor conflict and ambiguity, could make it
appear to be a major liability to WRAMC. However, when
properly understood, applied, and managed, the three separate
management structures within the Medical Center, through
the use of the DMAA 76J matrix supervision structure and
philosophy, could free nurses, physicians, and other direct

patient care professionals from some of the rigidity of the
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Figure 1B DMAR 76J Supervision Matrix Scheme
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“traditional” hierarchical organizations (Liebler, Levine, and
Dervitz 843, The maximum contributions of this unique matrix
supervision structure for the DMAA 76Js will only be realized
when the DMAA assumes the role of lead Facilitator and
educator for the rest of WRAMC and seeks the committed and
willing cooperation of the other two Medical Center management

structures in ensuring that the WRAMC UA concept works.

DMAA Unit Healthcare Administrators

The test of how well the DMAA 76J matrix supervisory scheme
functions as a major component of the WRAMC UA concept depends
on a complete understanding of the involvement of key players
From the various supervision structures. Liebler, Levine, and
Dervitz identified three principle roles necessary for the matrix
supervision structure to function as a viable management concept
(83>. This matrix of organizational relationships involves, as a
minimum, the following three essential interactive supervisor
patterns: 1) technical (functional); 2) managerial (line); and
35 coordinator/final authaority (line) (Liebler, Levine, and
Dervitz B3). Szilagyi and Wallace assigned managerial behaviors
to the three supervisor patterns identified by Liebler, lLevine,
and Dervitz (501>. Szilagyi and Wallace however would call the
three patterns identified by liebler, Levine, and Dervitz by
a different description, although the meaning is synonymous.
Table 7 provides a synoptic description of matrix supervisor
patterns and their associated behavior patterns according to

the above references.
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TABLE 7 Supervisor Behavior in a Matrix Structure

Supervisor Behavior in a Matrix Structure

Supervisor Supervisor Key Behaviors
Description Description
Liebler, Levine, Szilagyi
and Dervitz and Wallace
Technical Functional lLearn to share power

Work with loss of status
Concern with complex human
resource management
- Employee needs
- Training requirements
- Job assignments
- Manpower planning
- Balance workloads
- Handling of staff

Managerial Project Learn to share power

Develop basic lines of
coordination and
communication

Learn to manage differences

Rely on personal qualities
and persuasion

Be innovative in approaches
to problems

Develop a balanced, generalist
orientation

Coordinator/ Two~-Boss Learn to control anxiety and
Final Manager stress

Authority Develop a total organization
perspective

Learn to resolve conflict
quickly

Learn how to control
differences

Develop gensral managser
orientation
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The key position in this matrix supervision structure is the
individual Functioning as the managerial or project (”line” /
First-line) supervisor (Liebler, Levine, and Dervitz 83). In the
the case of the DMAA 76J supervision matrix scheme, this
individual is the unit healthcare administrator, a role
envisioned for them from the original WRAMC UA concept. It is
important to take a critical look at the current generic
characteristics and qualifications of the unit healthcare
administrators in the DMAA 76J supervisory matrix structure.

Data generated about the unit healthcare administrators will
assist WRAMC top management in making informed decisions about
the ability to improve the gualifications of these individuals
and suhsequently, the DMAA supervisory matrix structure.

The OMAA unit healthcare administrators were interviewed
by the author using a prepared list of questions (See TAB 1), in
September 1887, to acquire information in the following three areas:
1) occupational category (military or civilianl); 22 civilian
education (highest level obtained/preparation in healthcare
administration); and 3) actual experience as a unit healthcare
administrator at WRAMC. OF 21 DMAA unit healthcare administrators
currently performing in some capacity as either a first-line
(direct) or a lirne (managerial) supervisor of the DMAA 76Js, 20
were interviewed. This was a interview rate of 385% (2@/21).
Where possible, data obtained was compared with similar data
documented in research done in February 1982 by Dr. Richard F.

Southby, Ph.D., Chairman and Professor of Health Services
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Administration and of Health Carse Sciences and Ms. Linda
Rivera, Graduate Student in Health Services Administration; both
from The George Washington University.

The first area explored for the BDMAAR unit healthcare
administrators involved their occupational category.

Occupational category was defined as whether the unit healthcare
administrator was currently military or civilian. The WRAMC TDA
currently authorizes two types of unit healthcare administrator:
1) military B8-3 (Captain) B7A (healthcare administrators); or

2) civilian GS-11 Health Systems Specialist (See TAB D - WRAMC

TDA HSWPDHAA DMAA Excerpts). In September 1987, WRAMC was
authorized 22 unit healthcare administrators, of which B were
military and 16 were civilian authorizations. Table B8 provides a
breakdown of the occupational categories for the DMAA unit
healthcare administrators. Table B8 also illustrates that
approximately three—-quarters of the DMAA unit healthcare administrator
authorizations (73% - 16/22) and currently filled positions (76% -
16/21) are civilian. One should expect a reasonably stable DMAA
unit healthcare administrator staff based on a predominately
civilian work force.

Another characteristic of the DMAA unit healthcare
administrators addressed was the experience level of these
individuals in terms of actual experience as a unit healthcare
administrator within the Medical Center. C(Note: Previous
experience in other healthcare institutions, both military and
civilian was discounted due to the unique nature of the WRAMC UA

concept]. Hands-on experience within the Medical Center as
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TABLE B 0Occupational Category of DMAA Unit Healthcare
Administrators

Occupational Category of DMAA Unit Healthcare Administrators

Authorized Filled Percentage of

Positions Positions Authorizations
Military 6 S 27% ( B6/22)
Civilian 16 16 73% (16/22)
DMAA 2e cl 10@% (22/22)

unit healthcare administrator was viewed as a vicarious measure
of both technical expertise in medical material management and as
the ability to function successfully in a matrix supervision
structure. AN increasing experience level was associated with an
increased expertise in medical material management and the DMAA
76J supervisory scheme. Table 9 shows that the actual

axperience level of the OMAA unit healthcare administrators
increased by eight months from 1982 to 1987 (2 years, 6 months

to 3 years, 2 months) and that the number of the DMAA unit
healthcare administrators with over one year experience

increased by 10% (14 of 20 in 1987 versus 12 of 20 in 1882).
Table 1@ shaows the breakdown by ASD (floor) fFor the DMAA unit
healthcare administrators. With the exceptions of ASDs 4 and B,
all other ASDs indicated a relatively experienced unit healthcare

administrator work force. However, it is important to point out
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that ASD 4, considered the most demanding ASD in terms of
healthcare administration, has the lowest overall experience
level. In general, it can be stated that the DMAA unit

care administrators, as a whole, demonstrated a high degree of
experience functioning in both medical material management and the
DMAaA 76J matrix supervisory scheme as it relates to WRAMC.

The lower work experience level of ASD 4 is an interesting
cheramencn of the current manpower staffing model for the DMAA
unit healthcare administrators. All currently authorized
civilian unit healthcare positions on the WRAMC TDA are
clessified as GS-1l1s, predominately due to the implied civilian
educaticon requirements of these positions [e.g. masters degree
level (healthcare administration)] (Ferreira 1987, TAB 0 - WRAMC
TDA HSWZ2DHAA DOMAA Excerpts). Because all currently authorized
civilian unit healthcare administrator positions in the DMRA are
GS-11s, there is no current mechanism for demanding career
professional development or educational growth. Without
career prcogression, the DMAA civilian unit healthcare
administrators are not motivated to seek the most
demanding job vacancies or positions, such as on ASD 4. This
is an area that the DMAA, as well as top management at WRAMC,
should pursue as a way to fFine-tune one aspect of the WRAMC UA
concept. The creation of a career pattern demanding professiocnal
growth, documented education in healthcare administration, and
a systematic mechanism for progression fraom less to more
demanding unit healthcare administrator positions is warranted

in today’s wvolatile military healthcare sector. A wider range
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DMAA Unit Healthcare Administration Experience Level

1382 2 years, 6 months average experience

1887 3 years, 2 months average experience

1982 12 of 20 (B60%) One year of experience or more

1987 14 of 20 (70%) One Year of experience or more

TABLE 1

@ DMAA Unit Healthcare Administration Experience Level
(by Floor / ASD)

DMAA Unit Healthcare Administration Experience Level
(by Floor / ASD)
Floor/ASD # of # /% No Total
Years,Months Responding Response
1-3 3,3 7 / B8% 1 8
4 1,1 6 7/ 100% 2 6
5 3,5 3 /7 100% %) 3
6 1,6 2 / 100% ] 2
7 10,6 2 / 180% Q 2
DMAA 3,2 22 s/ 95% 1 21
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of GS ratings (e.g. 9 through 12!, with concomitantly expanded
salary bands and required civilian education in healthcare
administration {(e.g. baccalaureate and masters degrees) tied to
specific GBS ratings (e.g. GS 9 and 10 to baccalaureate degrees;
G3S 11 and 12 to masters degrees) would serve to reinforce a
return to the original WRAMC UA philosophy of a competent and
trained professional healthcare administration staff by top
management at WRAMC.

In line with the previous comments about educational
(civilian) requirements for the DMRA unit healthcare
administrators, a detailed look at current gqualifications is
warranted. Table 11 gives a comprehensive breakdown on the
education status of the DMAA unit healthcare administrators
in terms of the highest education level completed. For
1987 a breakdown is provided for both military and civilian
unit healthcare administrators. A comparison of education
levels from 1982 is provided as a source of reference (Southby
and Rivera 17). Of 21 DMAA unit healthcare administrators, 20
were interviewed in 1987 for a rate of 95% (206/21). In 1882,
the rate was 91% (20/22) (Southby and Rivera 17),

An interview was conducted with Mr. Ferreira, who was the
fFirst i1ndividual hired as a unit healthcare administrator at WRAMC
(August 1378). He assisted in the research and development of the
original WRAMC UA concept and pointed out quite clearly that the
DMAA unit healthcare administrators were rated GS-11s because of
the original WRAMC management intention that they have a

masters-level education [with a strong preference to hospital
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TABLE 11.
Education Level of the DMARA Unit Healthcare Administrators
(Highest Level Completed)
Completed Completed Completed Completed Total
HS RA/AS BA/BS MA/MS/MHA
MPH/MBA
1987
Military I 3 5
Civilian 3 1 4 7 15
Total 3 1 B 10 20
1882
Total 2 5 13 20

Abbreviations: HS = High School; AR = Associate of Arts; AS =
Associate of Science; BA = Baccalaureate of Arts; BS = Baccalaureate
of Science; MA = Masters of Arts; MS = Masters of Science; MHA =
Masters of Hospital [Healthcarel Administration; MPH = Masters of

Public Health; MBA = Masters of Business Administration

(healthcare) administration degrees, or at least a concentration
in hospital (healthcare) administration] as a prerequisite for
employment (1987). Tahle 11 shows that hetween 1382 and 1987 the
percentage of masters level trained unit healthcare

administrators dropped by 15% [(13/20 (1982) to 10/20 (1987)>1].
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Clearly, there has been movement away from the original WRAMC UA
philosophy of a trained, professional healthcare administration
staff at the unit healthcare administration level. The shift
toward a less prepared unit healthcare administration staff is the
product of many variables of which supply and demand could play
the most significant role within the Washington, D.C. area.

More revealing than the raw breakdown of educational
gqualifications in terms of overall highest degree completed were
the numbers of unit healthcare administrators with a degree, or
concentration, in healthcare administration. Table 12 provides
a breakdown of the total number of unit healthcare
administrators with a degree or a degree with a concentration in
healthcare administration. No data from 13982 were available as a
reference point. Only 45% (8/20) of all DMAA unit
healthcare administrators have a degre= or a degree with a
concentration in healthcare administration. More important
is the fact that only 40% (6/15) of the DMAA civilian unit
healthcare administrators have a degree or a degree with a
concentration in healthcare administration.

The documented fact that both the DMAA and Medical Center
rely so heavily on an unit healthcare administrator structure
that is largely civilian, with their expected longevity, makes
this issue of education in healthcare administration a critical
component in assessing the DMAA 76J supervisory matrix scheme.
The original WRAMC UA philasophy called for a trained, professional

healthcare administration staff. This is not the present situation.
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TABLE 12 Education in Healthcare Administration

Fducation in Healthcare Administration

Completed Baccalaureate} Completed Masters
in Healthcare in Healthcare Total
Administration Administration*
Military 3 3
Civilian 1 5 B
Total 1 8 g

* pr degree with a concentration in healthcare administration

Unit healthcare administrators, which are the linchpin in the
current DMAA 76J supervisory matrix scheme, may lack the necessary
civilian education qualifications to fFunction in a maximal manner
within a large and complicated environment. The presently assigned
unit healthcare administrators are functioning adequately with their
current education credentials. However, if they were all masters
level prepared, WRAMC top management could expect them to function
at a more optimal level. Further research ocutside of this study is
indicated to determine the appropriate civilian education level for

the DMAA unit healthcare administrators.
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Summary of Findings

Many different research findings have been presented and
addressed in the preceding pages. To provide a succinct
review of the many fFindings concerning the supervisory
structure of the DMAA 76Js, the major findings are outlined

and briefly discussed below:

1. The DMAA is one of three separate and complete
management structures within the Medical Center. This concept
of a separate healthcare administration structure was researched

arnd developed in the 1970s and is unique to WRAMC.

2. The healthcare administrative structure developed
for the Medical Center had two fundamental philosophies and goals
as its cornerstone. The first was to provide a healthcare
administrative structural chain parallel to the medical and
nursing structural chains and accountable toc the Medical Center
Command Group. The second was to provide a healthcare administrative
structure to manage shortages and ensure quality healthcare
administrative support through a competent, trained, and professional

healthcare administrative staff.

3. The original DOL/DMAA liaison structure for
medical material management technical support and assistance has
slowly eroded through progressive WRAMC TDAs. The number
of authorized LAOs has been reduced by 60% (from five to three).
Therefore, the current DOL/DMAA liaison structure has a reduced

capability to assist the DMAA ASDs and their assigned 76Js.
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Furthermore, needed daily medical material activities and the
ability to educate the DMAAR 7B6Js on their technical skills and

responsibilities has been reduced.

4. Role ambiguity (lack of clarity with respect to
duties, responsibilities, and activities3 is a major problem in
the daily work environment of the DMAA 76Js. A lack of
consensus hetween and among the First-linme and key functional
supervisors, to include the DMAA 76Js as well, has resulted in an
environment where the DMAAR 76Js feel frustrated by a lack of
support from supervisors (direct and functional) and supervisors

feel a lack of support from the DMAA 76Js.

5. There is a definite clash between the classical
military, or scalar chain af command principle (i.e. each
subordinate has only one supervisor) and the DMAA 7B6J

supervisory matrix design (Szilagyi and Wallace 439).

6. Civilian and military supervisors, hoth first-line
and functional, are not trained to deal with the following: 1) how
to balance or share power over the DMAA 76J manpower resources;

2) the need toc make Jjoint decisions; or 3) that since conflict is
inevitable, how to make open and frequent use of confrontation as a

resolution mechanism (Szilagyi and Wallace 437 - 5@2).

7. As a natural consequence of the clash between
the classical scalar chain of command and the matrix design the

DMAA 76Js show a clear indication of supervisor ambiguity (the
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inability to distinguish between direct and functional
supervisors when two or more supervisprs are giving directions,

making demands, and giving tasks),

8. The current matrix supervisory scheme utilized by
the DMAA places the unit healthcare administrator in two of
the three roles necessary for a matrix design to function (Liebler,
Levine, and Dervitz B3; Szilagyli and Wallace 5@1>. At present, the
unit healthcare administrator functions to varying degrees as both a
functional (technical) supervisor and a two—-boss manager

(coordinator/final authority) for the DMAA 76J0s.

9. Southby ard Rivera pointed out in their 13882 study
of the WRAMC unit administration sustem the clear need for ”NCOIC
support” of the DMAA unit healthcare administrators (27). What
they were referring to was the development of a Functional
supe-visgr position in the DMAA 78J supervision matrix scheme
that would allcw the DMAA unit healthcare administrators to assume
the rale of a two-boss manager, the more appropriate role for them
in a8 matrix design. The DMAA role for the newly authorized senior
768J Sergeant positions on each ASD has yet to be defined as that
of a furncticnal supervisor for 76Js within the DMAA supervisiaon
matrix scheme, although it appears headed in that direction,
Therefore, the current DMAA supervision matrix scheme lacks a clear
delineation of the supervisor roles and responsibilities expected

from the unit healthcare administrators and senior 76J Sergeants.
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1@. The civilian education levels (i.e. masters level
prepared) of the DMAAR unit healthcare administrators are not in
line with the original WRAMC UA goal of a trained and professional
healthcare administration staff. Statistically, 45% (3/20) of all
the DMAA unit healthcare administrators have a degree or a degree
with a corncentration in healthcare administration and only 48% (6/15)
sf the DMAA civilian unit healthcare administrators are educated in

this manner.

11. The gquestion of esducational credentials also plays
a rcle irn whether to realign the DMAA 7687 supervisory matrix
scheme by ccncentrating the focus of unit healthcare
administratcrs in the two-boss manager role. The demands
epected tc be placed on the DMAA unit healthcare administrators
will jtustify greater reliance on higher—-level education in
healthcare administration by WRAMC if they assume this new

maragement role in the DMAR 7VBJ superviscory matrix scheme.

12. Civilian authorizations carry with them the strength
cof stability and longevity for the OMAA and Medical Center. The
issue of sufficient education and preparation within the
Field of healthcare administration is also a critical issue when
realizing that 73% (16/22) of the DMAA unit healthcare
administrators are civilian (GS-117 authorized positions. Given
the numbers of healthcare administration programs in the
washingtaon, D.C. area, WRAMC has the ability to utilize these
sources for employment and development of a trained, professional

healthcare administration staff.
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III. ORGANIZATION STRUCTURE PROPOSALS

Medical Material Management Organizational Structures

Medical material management organizational structures are as
unique as the individual healthcare organizations they support
(Pitts 71, 74%; Perrin 62; Sanderscon 7 - 12, Scheyer 373 - 384;
Housley 163 - 168). Even though individual healthcare
institutions have designed and implemented unique medical material
organizational structures that are geared to meet the needs
arnd demands of their particular healthcare setting, a common thread
is readily apparent among these separate healthcare institutions.
This common ground is an accelerating trend toward the development
of centralized internal and external medical material management
organizational structures within healthcare instituticns (Scheyer
382).

The Walter Reed Army Medical Center (WRAMC) utilizes the
Directorate of Logistics (DQL)Y to provide external material
management, to include medical items, for all institutions and
activities on the WRAMC installation (Smullen 1987; WRAMC Reg 10-1
Chapter 6J. Within the Medial Center there is presently no single
centralized or internal organizational structure to direct and
coordirnate medical material management functions (Smullen 1987,
Dawson 19882, The functions of linen management, medical material
distribution, and medical logistics assistance are controlled by
the exterrnal DOL organizational structurz for internal Medical

Center requirements. The Directorate of Medical Activities
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Administration (DMAAR) is responsible for contreolling and directing
the functions of internal medical material management on the wards,
clinics, and floors of the Medical Center (Stingle 1987). Clearly,
there is a dichotomy in the internal management of medical material
fFor the Medical Center. Currently, the DOL is planning to implement
in the Fall of 1888 a centralized medical material management
structure for its internal elements (Dawson 13888). However, there
are no present to incorporate the DMAR medical material management
responsibilities intc the DOL centralized structure to create a
consclidated medical material management department solely responsive
+o internal Medical Center requirements.

A comparison of individual healthcare institutions offers
one way to study medical material management (Henning BB). A
number of healthcare institutions, with missions similar to WRAMC,
were studied to offer a comparison of medical material
organizational designs. The healthcare institutions
selected were all tertiary medical Facilities with a medical
teaching mission located in the Washington, D.C. area. The
healthcare institutions selected for comparison were 1). Bethesda
Naval Medical Center (BNMC); 2) The George Washington University
Medical Center (éwumcu; 3) Fairfax Hospital; and 4) the
Ueterans Administration Medical Center, Washington, D.C. The
comparison between WRAMC and the other facilities was based an
the use of either a centralized, de-centralized, or no controlling
medical management department activity within the healthcare

institution. Additionally, the use of a centralized material
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management department, to include medical i1tems, to perform
lcgistics functions external to the healthcare institution was
noted for comparison. The results of this comparison are displayed

in Table 13.

TABLE 13 Compariscon of WRAMC and Other Healthcare Institutions

Comparison of WRAMC and Other Healthcare Institutions

Institution Type of Medical Type of External
faterial Managemant Medical Material
Structure within the Structure

Healthcare Facility

Bethesda Naval CENTRALIZED CENTRALIZED
Med:ical Center

Gecrge

Washington
Univers:ty CENTRALIZED CENTRALIZED
Medical Center

Fairfav CENTRALIZED CENTRALIZED
Hospital

Ueterans
Administration CENTRALIZED CENTRALIZED
Maed:izal Center
Washingtcn, DC

wlRatC NONE CENTRALIZED

The comparisan hetween WRAMC and the other healthcare
institutions indicated quite clearly that WRAMC is unique in being

the only tertiary healthcare facility within the surveyed group
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that does not currently have a centralized and internal medical
material management department located within 1ts Medical Center.
Based on this comparison and the accelerating trend toward
centralized medical material management departments within
healthcare i1nstaitutions, a centralized and internal medical material
management department for the Medical Center will be discussed as

one proposal for corsideration.

Proposed Medical Material Management Organizational Structure

for the Medical Center

The Medical Center currently has various elements of DOL
in support aof 1ts patient care mission. These elements include
the tater:al Distribution Branch (MDOEY, the Linen Management
Branch LMB', and the Logistics Assistance Officers (LAOs?). The
Liner Management Brarch Falls under the control of the DOL
Services Division "Mortor 19881%, while the Material Distribution
Branch 1s ccortrcolled by the DOL Mater:al Div:isicr (Dawsonrn 1887,
and tre LAOs are under the control of the Chief, DOL ‘Yates 19B8B7).

Figure 13, DOL Crgar:zation, :]llustrates the DOL structure. It

(r

tz ~zote trhat these three DOL elements are each

1S (mportan

contr

@]

lled by a secarate crgarizaticr within tre DOL.

85

Besi:des the medical material management act:ivities performed
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S hree e ere—ts of the DCL, cre ctrer ~nocrtart ~medical

a1}
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Tatar.al ~anage=e~t Ffu-ctic~ ~gt cortrolled by the DOL s

perforred clthi- tre "'edical Ce~ter. The functicr of cortrcolling
tre ~edizal

SuSo.4 scecialists (M0S TeJ L thrat support the

wards., =li-ics. ard floors of the ‘edical Center 1s assigred &o
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the OMAAR. These medical supply specialists requisition, i1ssue,
maintain, and stcck medical mater:al 1tems received from both the
taterial Distribution and Linen Hanagement Branches as well as
cecordinating and receiving guidance from the DOL 1LAOs for the wards,
zlirmizs, and floors they support.

[t :s evident that a dichctomy cf control for medical
material manrnagerment functions exi1sts within the HMedical Center.
Tre OCOL :s concer~ed with ngt cniy the acquisition and storage of

~ed:cal mater:al for the Medical Center, but also the distribution

e

of these medical (tems up tc the point of 1ssue tc the wards,
zlim:1zcs, and flocrs. The OMARA steps 1n at this point and controls
rece:pt, :18sue, stcrage, ard maintenance of medical material i1tems
for the wards, zliinizs, ard floors within the HMedical Center
through 1ts 76J personnel. It is8 these separate 0OL and DMAA
grganizatioral structures that control internal medical material
maragement and the medical supply specialists (IM0S 76J) within the
“edical Center. That these porganizational structures could be
corsclidated and centralized under a single medical material
management structure i1nternal to the Medical Center i1s one
proposal for developing a more effective organizaticnal structure
fFar providing supervisiaon to the 76Js assigned to the DMAA,

Figure 19 1llustrates a proposed organizational structure
for centralized cortrol and management of medical material and
associated DMRA 76J personnel. The chief of this new division
would be a Medical Service Corps officer at the grade of Lieutenant
Cclornel @-5) from the medical logistics field (AOC B7K). For

purposes of discussion, this division would be called the Hospital
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Support Division ‘HSD:., Under this division would be located three
brarnches; the Linen tanagement Branch (LMB), Material
Distributian Branch (MDB), and the Customer Assistance

Branch 'CAB). The organizational structure and functions now
pe-rfarmed by the LMB and MDB under the DOL would not change.

The Customer Assistance Branch would be a mew organizational
structure composed of the 00L LROs and the DMAA medical supply

NCCs and spec:alists (M0S 76Js).

FIGURE 19 Proposed Medical Center Logistics Services Division

Hospital

Support Division

Limen Material Customar
Management Distribution Assistance
Branch Branch Branch
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The new Custaomer Assistance Branch is illustrated in Figure
2@. This branch would be organized to provide medical material
personnel (MOS 768JY support to the Medical Center by floor. A
total of five units would comprise this branch. The branch
chi1ef could be the current Logistics Area Manager from the DOL
TDA., His responsibilities would include the control of the five
writs supporting the Medical Center. These support units would be
organrized fFrom the DMAAR TDA requirements and authorizations for
medical supply NCOs and specialists as well as the DOL TDA
requ.rements and authorizations for LAOs. A support unit would
be structured to support each floor of the Medical center, except
For floors one through three which would be supported by one
support unit. Each support unit would be headed by what is now a
DOL LAD. The requirements for five LAOs would have to he
Fully authorized as currently only two of Five LAD positions
are authorized on the WRAMC TDA. The 76J NCO and enlisted
medical supply positions would remain the same as is currently
documented under the OMAA TDA.

In summary, only three new requirements and six new
authorizations wauld be needed to develop the new Hospital Support
Division for the Medical Center. The three new requirements would
be the 1) Chief, Hospital Support Division (MS 0-5 B7K); NCOIC,
Hospital Support Division (E-7 76J); and NCOIC, Customer Assistance
Branch rE-6 768J3. The six new authorizations would include the
three new requirements and the three current LAD positions on the
0OL TDA that are required positiomns but which are not authorized

for staffing.
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FIGURE 20 Customer Assistance Branch#*

Chief, Custaomer
Assistance Branch

MS O-4
67K
REQ: 1
AUTH: 1
NCQOIC, Customer
Assistance Branch
768J E-7
REQ: O
AUTH: @
Support Support Support Support Support
Unit 1-3 Unit 4 unit 5 Unit B Unit 7
MS @-3 GS 11 GS 11 MS 0-3 MS 0-3
67K 67K 67K
REQ: 1 REQ: 1 REQ: 1 REQ: 1 REQ: 1
AUTH: 1 AUTH: 1 AUTH: @ AUTH: O AUTH: @
76J E-B 76J E-B 76J E-B 76J E-B 76J E-B
REG: 1 REQ: 1 REQ: 1 REQ: 1 REQ: 1
AUTH: 1 AUTH: 1 AUTH: 1 AUTH: 1 AUTH: 1
768J E-S 76J E-S 767 E-S 78J E-BS 78J E-S
PEQ: 1 PEQ: 3 REQ: @ REQ: 3 REG: @&
AUTH: 1 AUTH: 3 AUTH: 2 AUTH: 2 AUTH: 2
76J E-4 76J E-4 76J E-4 76J E-4 76J E-4
REQ: 3 REQ: 7 REQ: S REQ: S REQ: S
AUTH: 3 AUTH: 7 AUTH: S AUTH: S AUTH: S
76J E-3 76J E-3 76J E-3 76J E-3 76J E-3
REQ: Y REQ: B8 REQ: 4 REQ: S REQ: Y
AUTH: 3 AUTH: 7 AUTH: 4 AUTH: 5 AUTH: 4

¢ Required (REQ) and authorized (AUTH) positions are From WRAMC
TDa, HSWZ2DHAA, dated 2 October 1887.
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The only remaining question in the development of this structurse
concerns which major directorate level organization it should report
ta for control and guidance. One line of thought would suggest that
this rew division should report to the DOL to continue to
centralize medical material management functions (Housley 245;
Scheyer 245; Sanderson 38). Another line of thought would be that
the broad guidance for medical material managemsnt must come from the
healthcare administrative channel since it controls the direction
that all healthcare management will follow (Murry 1887, Stingle
1887, Weiner 1987, Weinschenk 19873, Thus, this line of logic
would place the new division under the DMAAR since it controls and
directs internal healthcare administrative management for the
Medical Center. The final answer to this question will have to

be addressed and answered by the top-level management at WRAMC.

The DMAA Opganizational Structure for Assigned 76Js

Howard and Beatrice Rowland state in the Hospital Administration

Handbook that "[0Jrganizing is the process of grouping the
necessary responsibilities and activities into workable units,
determining the lines of authority and communication, and
developing patterns of coordination (1@1).” One goal of any
organization must be to allocate limited rescurces in a manner
that represents the most efficient and effective methodology
fLiebler, Levine, and Wallace 72; Szilagyi and Wallace 248). As
discussed earlier in this research, the Unit Administration CUA)
concept developed for WRAMC in the 1970s was intended to manage

limited resources, especially ancillary healthcare support
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personnel, through units desigrned with the authority to control
coordinate, and communicate effectively with the other
crganizational structures they support. Therefore, it i1is a
natural course that leads to a discussion which centers on
modifications to the current DMAA 7868J supervision structure

as a second proposal.

Reorganizing a structure may become necessary when
management has reason to believe that the existing structure
is too far from an “ideal” structure toc allow it to continue
functioning effectively (Haimarmn 135). The depth to which
restructuring an organization must cccur should be the minimum
necessary to allow the structure to return to effective functioning
(Szilagyl arnd Wallace 558 - 561). Additionally, the less the amount
of organizaticnal change required, the less traumatic are the effects
on the entire organization (Haimamn 135 - 137). Utilizing the
evisting OMAA corganizational structure for the supervision of
assigned 76J as a vehicle for implementing organization change
should minimize the negative effects of reorganization. Thus,
this should serve to maximize the development of a more
effective supervisory structure for the DMAA 768Js while
providing the least disruption to the entire Medical Center.

As early as 1982, Southby and Rivera identified the need for
NCOIC support of unit healthcare administrators as a way to
increase the effective supervision of amcillary healthcare
support personnel under their control (27>, Until the recent

WPAMC TDA became effective in October 1987, there were noc 76J
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NCOs in the grade of Staff Sergeant (E-86) required or authorized
for any Floor, except the fourth floor, to support the DMAA unit
healthcare administrators. Effective for the first time in
October 1987, all Administrative Support Divisions (ASOs) of the
DMAA had both requirements and authorizations for Staff Sergeant
(E-B6: 76Js documented on the TDA (See TARB D - WRAMC TDA

HSW2OHAA DMARA Excerpts). The knowledge, skills, and abhilities
that Staff Sergeant (E-B) 78Js bring to the ASDs offers a clear
way to modify and enhance the supervisory structure that
currently exists between unit healthcare administrators and

the OMAA 76Js in the grades of E-4 (Specialist) through E-1
(Private) under their control.

Figure 21 illustrates a proposed supervisary matrix schematic
for providing more effective supervision of the DMAA 76Js assigned
to the ARSOs. This matrix structure would allow the unit healthcare
administrator to assume the more appropriate supervisor behavior
pattern of a "two-boss manager”, while the Staff Sergeant (E-B)
76J would become the "functional” supervisor and non-DMAA personnel
beccme "prclect” supervisors (Szilagyi and Wallace S@10.
Additiorally, the DOL LAOs would be integrated into this
structure through the Staff Sergeanrnt 76Js for the continued
orovisiaon of medical material management technical assistance and
guidance tc the DMAA ASDs.

As the "two-boss manager” in this supervisory matrix schematic
Fcr the DMeAa 76Js on thae ASDs, the unit healthcare administrator
would be responsible fFor coordinating, communicating, and in the case

of the Staff Sergeant 768J for the ASD, he/she would be responsible
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Figure 21 DMARA ASD Supervision Matrix Schematic Utilizing the Staff
Sergeant (E-63 76J

Floor
Associate
Administrator

l

Chain of Command
i

NCOIC
ASD
"Functional
Supervisor?”
”Two-Boss Urnit Staff
Manager” Healthcare [- -~ - - - - - Sergeant |[+++++++++++++| LAOD
Administrator| Directions 76J Technical
& Taskings Support
for 76Js
"Project Wardmaster/ |...... .o 76J ..D
Supervisor” Clinic NCOIC
Project Flow
"Project Nurse/Clinic)........o0vh 76J ..D, of Authority
Supervisor” Coordinator and
Responsibility
"Project Physician {.......... ... 76J -, D
Supervisor”

Flow of Coordination Functional Flow of
and Communication Authority & Responsibility
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for providing daily, weekly, and monthly tasks to be accomplished

in support of "project supervisors” and their wards and clinics. The
unit healthcare administrator in this proposed supervision matrix
schematic would be placed into a situation to better utilize the
knowledge, skills, experience, and abilities that this mid-level
management position would call for, that of a masters-level prepared
healthcare administrator (Ferreira 1887). It is this masters-level
education in healthcare administration that should have prepared the
unit healthcare administrator for a general manager orientation, the
abhility to have developed a total organization perspective, how

to control differences, and resolve organization conflict that

are the necessary behavior traits for the "two-boss manager”
(Szilagyi and Wallace 521).

The second critical role in this proposed supervisory matrix
schematic is that of ”Functional supervisor.” The knowledge,
skills, and abilities of the Staff Sergeant 76J would make him the
logical individual to place in this position. As a NCO, he has
been generally prepared to meet soldier needs, training
requirements, manpower planning, Jjob assignments, balancing
workloads, and the handling of staff personnel that are the
hallmarks of the ”fFunctional supervisor” (Szilagyi and Wallace
S@1). Additionally, as 76Js themselves, they are already
technically prepared to handle the needs of their subordinates
or to seek assistance and guidance from the DOL LAOs that are

assigned to support their ASDs.
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The final critical role 1n this proposed supervisory matrix
schematic 1s the "project supervisor.” Project supervisors are
these non-DMAA personnel that are supported 1n their wards and
clinics by the DMAA ASD 76Js. These personnel, generally
wardmasters/clinic NCOICs, nurses/clinic coordinators, and
physicians would also be respcnsible for the training and supervision
of the DMARA ASD 76Js as 1t would relate to proper support of their
wards and clinics. These individuals must be educated by the un:it
healthcare administrator in their role as "two-boss manager” on
the inherent responsibilities of "project managers” to learn to
share power, develop basic lines of communication and
coordination, learn to manage differences, be innovative, and
develop a balanced, generalist orientation as it affects
the Medical Center organizational structure (Szilagy: and
Wallace 5S0@13. The ability of unit healthcare administrators to
successfully perform this responsibility will rest heavily on
their educational preparation and background.

This proposed supervision matrix schematic calls for all of
the 768Js on an ASDO to be placed under the functional authority
(chain of command? of the Staff Sergeant 76J. The Staff Sergeant
therefore would assume the day-to-day supervisiocn, training, and
control now vested in mast unit healthcare administrators of the
OMAA. Commensurate with their responsibilities as a manager of
»Functional” and "project” supervisors, unit healthcare
administrators would no longer be held responsible as a direct
First-line supervisor of the OMAA ASD 76Js. This responsibility

would fall directly to the Staff Sergeant 76J as the
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Functicnal” supervisor. The unit healthcare administrator would
becaome resgonsible for the planning, coordinaticon, and direction
of medical material management for his/her supported wards and
clirics while the Staff Sergeant 76J would become the day-to-day
sperator and implementor of policy and tasking. The successful
imclemertaticr of a supervisory matrix structure similar to this
nroposal 1s currently being demonstrated by the ASD, Floors 6 and 7,
and was previcusly discussed 1n this research.

In addressing the need to create more new positions to
support this supervisory matrix schematic, none are required.
All the unit healthcare administrators, Staff Sergeant 76Js, and
763 positions that would he rneeded are currently authorized on the
October 1987 WPRPANC TDA. In terms of the DOL technical assistance
structure necessary to support the DMAA, the number of LAOs
should be expanded from the current two to the full complement of
five, one LAD fFor each ASD. The ability to implement this
suparvisory matrix structure would amount to only a matter of clearly
defining the job descriptions of the key i1ndividuals i1nvolved in this
structure, educating and training those i1ndividuals and the other
management structures of the Medical Center (e.g. Clinical and
Mursing), and finally, i1ncorporating the use of this supervision

matrix stcucture throughout all the DMAA ASDs.
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IV, CONCLUSIONS AND RECOMMENDATIONS

Conrnclusions

Colonel Thomas Munley, MS, Chief of Staff, Health Services
Command, U.S. Army, stated in 1987 that the first and most
important question that must be asked in doing research was: "1g
the problem BEHAUIORAL or STRUCTURAL?” In addressing this research
the attempt was made to approach the problem of the most effective
organizational structure for providing supervision to the medical
supply specialists assigned to the DMAA at WRAMC from that
perspective.

The unit administration concept found at WRAMC is unigue only
to this AMEDD healthcare institution. No other AMEDD healthcare
Facility is organized nor functions in this manner. The uniqueness
of the unit administration system often makes it an easy target for
criticism. This criticism is seldom supported by documented
research. The most common rationale for condemning any aspect of
the WRAMC unit administration system is that it is unlike any other
healthcare administration system found in the AMEDD. This failure
to accept the uniqueness of the WRAMC unit administration system
can be symptomatic of a BEHAUIORAL failure by individuals to adopt
toc a new, and potentially, more challenging healthcare
administration situation,

Wwith this BEHAUIORAL issue aside, the data arrived at in this
research clearly indicated that the WRAMC unit administration
system is in need of some structural modifications. What may

appear as BEHAUVIORAL shortcomings in the DMAA supervisory
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structure for assigned 76Js are 1n fact indications of
structural shcocrtcemings that were identified as early as

1982 by Southhy and Paivera i1n their examinatiorn of the

ur:t admiristratiaon system at WRAMC, Previcus research,

as well as this current research, have factually documented the
clear :rdicat:cns of structural deficiencies irn the WRaMC unit
adm:m:stration system for the Medical Tenter. The predominant

stroctural sheortcomirgs are synrnopsized bkelow:

1. The DMAA lacks a clear supervision structure resulting

ir supervisory ambiguity and conflict.

€. PRole ambiguity for the DMAAR 7B6Js results from a
failure to clearly i1dentify daily tasks expected by those personnel

involved in the daily supervision of the DMaAa 76Js.

3. DMAA unit healthcare administrators are functioning in
an inappropriate supervisory role in the current matrix supervision

structure.

4. There is a current shortage of medical material
management experts in not only the DMAA organizational structure, but

also the [0O0L liaison structure.

5. The ability of WRAMC to train perscnnel assigned to
the three separate management structures of the Medical Center on
urique aspects of their Jjob rocle and function as it pertains to

healthcare administration i1s impeded by a lack of education models.
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Recommendations

To praoduce the most effective organizational structure
For providing supervision to the medical supply specialists
(MOS 76J) assigred to the Directorate of Medical Activities
Administration (DMAA)Y, the implementation of the following

actions is recommended:

1. WRAMC should adopt the structural proposal that
modifies the current DMAA matrix supervision structure by placing
the unit healthcare administrator into the role of the "two-boss
manager”; the Staff Sergeant 76J into the role of "Functional”
supervisor; and other personnel that supervise the DMAA 76Js on a

daily basis into the role of ”project” supervisors.

2. The Chief of Staff/DCA through the Chief, Military
Personnel Office should monitor assignment policies to guarantee
that all the DMAA Staff Sergeant (E-B) [CNOTE: Sergeant (E-5) for

ASD 71 76J positions are immediately filled by available personnel.

3. The Chief of Staff/DCA through the Directors of
Resources Management (DRM) and Logistics (DOLY should begin actions
to bring authorizations up to full documented TDA requirements faor

the DOL logistics assistance officers (LAOs).

Y. The DMAA should be tasked to immediately begin
development of education models to train personnel in their new
roles as demanded by this modified matrix supervision structure.

Additionally, task the OMAA to develop an educatiaon model to
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bring unit healthcare administrators up to the necessary level of
civilian education called for in the original unit administration

caoncept (e.g. masters-level education in healthcare

administration).

5. Task the DMAA to ensure that personnel involved in
the daily supervision of the DMAA 76Js develop a documented
description of the daily job tasks expected of the 76Js. This
action must be coordirated by the unit healthcare administrator

through the "functicnal” and "project” supervisors.

6. The Chief os Staff/DCA should evaluate the
effectiveness of this modified matrix supervision structure
one (1) year after implementation throughout the DMARA. If
improvements in the supervision of the DMARA 76Js are not
realized, consider the proposal toc centralize all medical
material management functions under one (1) organizationral

structure within the Medical Center.

Considered Initiative:

The Chief of Staff/DCA should consider a study to
determine the appropriate level of civilian education for each
DMAA unit healthcare administrator position as a matter for

further research.
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List of Abbreviations Used

AR ... Associate of Arts Degree

AOC. .. .. Area of Concentration

AS...... Associate of Science Deqgree
AMEDD. . .Army Medical Department

AMH. .. .. Accreditation Manual for Hospitals
ASD. .... Administrative Support Division
BA...... Baccalaureate of Arts Degree

BNMC ... .Bethesda Naval Medical Center
BS...... Baccalaureate of Science Degree
CAB..... Customer Assistance Branch

DCA. . ... Deputy Commander for Administration
pDl1o..... Directeorate of Industrial Operations
BMAA. .. .Directorate of Medical Activities Administration
DOL..... Directorate of Logistics

DON. . ... Oepartment of Nursing

DRM..... Directorate of Resources Management
GS...... General Pay Scale

GwuMC. . .George Washington University Medical Center
HCA. . ... Healthcare Corporation of America
HS...... High School Graduate

HSD..... Hospital Support Division

JCAHO. . .Joint Commission on Accreditation of Healthcare
Ocganizations

Lam, . ... Logistic Area Manager

LA0..... Logistics Assistance Officer

ILMB..... Linen Management Branch

MA. . ..., Management and Administrative Services
MA...... Masters of Arts Degree

MBA..... Masters of Business Administration Degree
MDB..... Material Distribution Branch

MHA. .. .. Masters of Hospital [Healthcarel Administration
MOS. .. .. Military Occupatignal Skill

MPH..... Masters of Public Health Degree

MS...... Masters of Science Degree

MS...... Medical Service Corps

MTF..... Medical Treatment Facility

NCO..... Non-Ccmmissioned OffFicer

NCOIC.. .Non-Commissioned Officer-in-Charge
Ph.D....Doctor of Philosophy Degree

b1 C1 3 A Sergeant Major

SOP..... Standard Operating Procedure

TDA. . ... Table of Distribution and Allowances
ua...... Unit Administration

WRAMC .. .Walter Reed Army Medical Center

Q-3..... Captain, US Army
Q-4..... Major, US Army
2-5..... Lieutenant Colonel, US Army




List of Abbreviations Used

E-1..... Private, US Army

E-2..... Private, US Army

E-3..... Private First Class, US Army
E-4..... Specialist

E-S..... Sergeant, US Army

E-6..... Staff Sergeant, US Army
E-7..... Sergeant First Class, US Army

67A..... Healthcare Administration Officer
B7K..... Medical Logistics Officer
71G..... Patient Administration Specialist
7iL. ..., Administration Specialist

763, . ... Medical Supply Specialist
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DEPARTMENT OF MEBICAL ACTIVITIES ADMINISTRATION
(DMAAY QUESTIONNAIRE FOR UNIT ADMINISTRATUORS

INSTRUCTIONS

This guestionnaire is designed to gather information aon the
Fifteen (15) most important job tasks that you, as a unit
administrator, expect ycur 768J(s) (medical supply specialists)
to accomplish during a normal duty day.

Please lcck at the following list of 76J tasks and place a "X”
by the Fifteen (15> tasks ycu consider the mcst impcrtart to ke
completed during a normal duty day by your 7BJ(s). (R total of
56 tasks are listed on the gquesticnnairsl.

Example: 43. )( Edit a Request for Issue (4-4J,.

The numbers in the brackets at the end of a task (e.g. (4-42) are

a reference to the task number in the Sgldier’s Manual and

Trainer’s Guide (STP 8-78J15 SM) and have nc affect on your ansuwer.

If you do not see a task listed, please list and describe the task
in the space(s) marked "OTHER” (Example: Obtain lab results).

Example: 57. X OTHER. Describe Task . Obteww beh Resolds

DO NOT mark more than Fifteen (15) tasks.

This questionnaire is a total of six (B) pages in length.

Please return this questionnaire to your floor administrator.
Thank ycu for your assistance and help.




DEPARTMENT OF MEDICAL ARCTIVITIES ADMINISTRATION
(DMAAY QUESTIONNARIRE FOR UNIT ADMINISTRATORS

GENERAL INFORMATION

Please ccmplete the following information. DO NOT place your name
an_this guestionnaire.

FLOOR ASSIGNED TQO: (example: 1,2,3,4,5,6,7)

Please list the job title of your 7BJ’s immediate supervisor (ta
include ycurself) (examples: wunit administrator, nurse, wardmaster,
clinic NCOIC, floor NCOIC, etc).

JOB TITLE:

Please list the job title(s) of other individuals that give
ycur 78J(s) daily Job tasks to complete (examples: unit
administrator, nurse, wardmaster, clinic NCOIC, floor NCOIC,
ets).

JOB TITLEC(SY: 1

W W M




DEPARTMENT OF MEDICAL ACTIVITIES ADMINISTRATION
(DMRA) QUESTICONNAIRE FOR UNIT ADMINISTRATORS

Place a ”"X” by the fFifteen (15) tasks you consider most important
for your 76Js to accomplish on a daily basis.

12.

11.

12.

13.

14,

1S.

16.

17.

768J JOB TASKS

Pcst Transactions to the Manual Property Book (3-S).

Read arnd Interpret the Army Master Data File (AMDF) (1-1).

Process Customer Issues and Issue Supplies to Customer
Units (B-4).

Receive Supplies and Equipment (7-8).
Prepare a DA Form 3318 (Record of Demands-Title Insert) for
the First Demand of a Nonstocked (Fringe) Medical Repair

Part (2-1)J.

Conduct and/or Assist in Inventcocrying Supplies and Equipment
(S-63.

Request Supply Status for High-Priority Requests (Issue
Pricrity Designators @1 through 28> (7-4),

Post Partial Issue of Medical Item (Pre-Post Method) (4-1).

Suspend Medical Material from Issue/Use (8-5).

Store Medical Material Requiring Special Handling (5-1).

Compute Authorized Levels for Initial and Continuing
Stockage of Medical Items (EOQ Method) (3-1).

Apply Procedures for Cancellation Requests on Requisitions
(4-5>.

Process Incaoming Medical Supplies (6-1>.

Request Extension of Expiration Dates cn Medical Supplies
(8-73,

Prepare Emergency Request for Medical Material (@3 Priority)
(7-11.

Post Quality Control Messages (SGMMA-LDT-Q) to Quality
Control Register (B8-1).

Issue Supplies and Equipment to Hand Receipt Holders (9-1).




18.

18.

20.

el.

23.

24.

eSs.

256.

-

/.

28.

2s.

32.

31.
32.
33.

34,

3S.
36.

37.

38.

DEPARTMENT OF MEDICAL ACTIVITIES ADMINISTRATION
(DMAAY QUESTICONNAIRE FOR UNIT ADMINISTRATORS

76J JCB TASKS

Prepare and Post Due Out Record for Medical Items (4-2).

Receive Carrier for Unloading (6-5).

Load/Unload a Flatbed Trailer (12~-Ton S&P) (6-2).

Report Medical Material Ccmplaints (8-6).

Determine Method of Obtaining Relief from Responsibility for
Lost, Damaged, and Destroyed Property (S-7).

Inventory Medical Linen (7-2),

Maintain Quality Control and Surveillance Recard fFor TCE
Medical Assemblages (B-2).

Request Cancellation of Supplies (7-9).
Prepare and Maintain Hand/Sub-Hand Receipt Files (S-2)
Record Medical Supply Transacticns on Uoucher Registesr (4-33,

Select, Withdraw, and Prepare Supplies and Material fFor
Issue or Shipment (5-33.

Order Supplies and Equipment (7-3).

Prepare and Maintain Supplemental Records for Expiration

1

Dated Items (8B-3).
Direct the Unloading of Supplies (6-8).
Transfer Supplies and Equipment (9-3).
Use a Julian Date Calendar (1-2).

Add a Medical Repair Part to the Demand Supported
Prescribed Load List (PLL) (2-2).

Prepare and Process Report of Survey (8-8).
Interpret Pricrity Designator Codes (1-4).,

Select Appropriate Method of Dispasal for Medical Material
(8-93.

Transport Palletized Supplies with a Forklift Truck
(Rough Terrain or Conventional) to Designated Area (5-3),




S8

38.

1Q.

41.
42.

43.

45,
4E6.
17 .
48.
48.

se.

51.
52.
53.

Sk,

55,

5B.

57.

S53.

60@.

r

DEPARTHMENT OF MEDICAL ACTIVITIES ADMINISTRATION
(DMAAR) QUESTIONNAIRE FOR UNIT ADMINISTRATORS

76J JOB TASKS

Re-Mark Expiration Dates on Medical Supplies (8-4).

Update Signature Cards (Notice of Delegaticn of Authority--
Receipt for Supplies) (2-4),.

Turn In Supplies and Equipment (7-8).

Report Excess Stockage of Medical Material (3-3).

Edit a Request for Issue (4-4),.

Prepare a Location Placard or loocse Issue Lakel (5-5)

Research Material Release DOenials (B-8).

Store Czcntrelled Items (5-2).,

Prepare a Property Book (S—%).

Interpret Document Identifier Code (1-3).

Store Supplies (5-4).

Compute Authorized Stockage Levels for Medical Supplies
Using the Days of Supply (DOS) Computation (3-2).

Prepare an Inventory Adjustment Report (4-7).

Check the Processing of Incoming Supplies (6-7).

Prepare and Maintain a Oocument Register (2-3).

Prepare Destruction Document for Medical Material (DA Form
3161 - Request for Issue or Turn-In) (8-8).

Apply Procedures for Follow-Up Requests on Requisitions
(4-85).

Maintain Due-In Status File for Requested Items (7-7).

OTHER. Describe Task

. OTHER. Describe Task

OTHER. UDescribe Task

OTHER. Describe Task




DEPARTMENT OF MEDICAL ACTIVITIES ADMINISTRATICN
(OMAA> QUESTIONNAIRE FOF UNIT ADMIMISTRATORS

Ncw that ycu have marked ycur top fifteen (1S5) daily tasks with a "X",
please list these tasks (by guesticn number?

in prder of

impertance for ycur 7EJ(s) to ccmplete on a daily basis.

(MQST important = 1

-
|

i S
Lk
_3
L

EXAMPLE:

W

O 0

7t
g 55
s _ S _
. I
S0
12 2
5 3
3
59

14

15

/ LEAST impocrtant = 19),

YOUR ANSWERS:

1

w @O N M n F W

[
o

11

le

13

14

15




DERPARTIMENT COF MEDIZAL ACTIVITIES ACMINIETEATICN
{2MAAL GUESTICHNMNAIRE FCR 7E8Cs "Medical Supply Scecialists)
INSTRUCT ICNS

This gquesticrnaire s designed to gather infocrmaticn oo the ? en
(1S. ick tasks mcst fraquently, cr mest cften, performed du
ncrmal duty day by the Department of Medical Activit:ies

Administraticn's (IOMAAY 7B s (Med:cal Supply Special:sts).

£t
~
g

ifte
ing a

Please lczck at the fFollowing list oF 757 tasks ard place a "X” by

the F.ft=gen T1E7 tasks ycu perf:t: mcst freguently diring a ncrmal

duty day ‘A tctal =f SB taskis are listed on the guest.crnaire).
Example 43 _zg__Edit a Reguest for Issue (4-ul,

The numbers in the brackets at the end of a task (e.g. (4-41) are
a referarnce to the task number in the Scldier’'s Marcal and
Trainer’'s GBuide ¢(STP B-7EJ1S SM) and have noc affect on gour answer.

If ycu dc not see a task listed, please list and describe the task
in the space(s) marked "OTHER"”.

Obtain Lab results

Example: E7. X ODTHER. Describe Task

p0g NOT mark more than fifteen (15) tasks.

This gquestionnaire is a total of six (6) pages in length.

Please return this gquesticnnaire to your floor NCO. Thank you for
your assistance and help.




JEPARTMENT OF MEDICAL ACTIVITIES AZMIMISTRPATION
(DMAART QUESTICMNAIRE FOR 78Js (Medical Supply Special:sts:

CENEPAL INFORMATION

Please ccmplete the follcuwirng informaticn. DC NCT place ycur name
gn this guestiannalre.

RAMNK: (example: PFC, SP4:

FLOCE ASSIZENED T0: cexample: 1,2,2,4,5,5,7)

Pleasa .1:st the }
unit administcatcs

nccic, etz

cb title cf ycur immediate superviscr (examples:
T, nurse, wardmaster, clinic ncoic, flcor

JCE TITL

9

lease list the Jjcb title(s) of other individuals that
givers) ycu ycur daily jcb tasks to complete (examples:
unit administratar, nurse, wardmaster, clinic NCOIC, floor
NCOIC, etc).

JOB TITLE(S>: 1

= w




g

OEPARTMENT QOF MEDICAL ACTIVITIES ADMINISTRATION
(DMAR: QUESTIOMMAIRE FCR 7E60s <Medical Supply Specialists:

Place ar "X" by the fifteen <18 tasks you perfcrm mcst often
during a ncrmal duty day.

7E; JCE TASKS

lie _Pcst Transacitions tz the Manual Property Book (8-8).

€. Read and Interpret the Army Master Data File (AMDFY (1-1).

3. ______Prccess Custcmer Issues and Issue Supplies tao Custocmer
Urnits (8-4%..

4., _Receive Supplies anrd Eguizcment (7-8).
S, ———_Pr=rare a BA Fcom 3318 (Reccrd of Demands-Title Inser:! fFor
the First Demand of a Necrstocked (Fringe) Medical Rezair

Part (2-17.

6. ____ _Corduct and/or Assist in Inventcrying Supplies and Eguipment
(8-5).

7. —_ _Pegquest Supply Status For High-Pricrity Regquests (Issue
Pricrity Designatars 81 through 08) (7-4).

8. Pcst Partial Issue of Medical Item (Pre-Post Methad) (4-1).

g, Suspend Medical Material from Issue/Use (B8-5J,.

10. Stcre Medical! Material Requiring Special Handling (S-1).

11, cmpute Authorized Levels for Initial and Continuing
Stockage of Medical Items (ECQ Methed) (3-12.

12. ap?igsfracedures for Cancellation Requests on Requisitions

13, Praocess Incoming Medical Supplies (6-1).

14. Request Extension of Expiration Dates on Medical Supplies
8-7>.

15. Pr?Ea§? Emergency Reguest for Medical Material (@3 Pricrity)

16. Post Quality Control Messages (SGMMA-LDBT-Q) to Quality
Control Register (B-1).

17. Issue Supplies and Eguipment to Hand Receipt Holders (S8-1).




27 .

c8.

23.

3@.

31.
32.
33.

34,

3S.
36.

37.

38.

MISTRATION

DEPAPTMEMT QOF MEDICAL ACTIVITIES apm!
o Supply Scecial:ists)

“DMAs) QUESTICMMAIRE FOR TEJs Medi

Receive Carrcier far Unlcading (B-S57,

Lzad. 'Unlecad a Flatbed Trailer (12-Ton S2P) (B-2).

Repcrt Medical Material Ccmplaints (B-E32,

Detarmine Method of Obtaining Relief from Respcnsibility For
Locst, Damaged, and Destr-cyed Property (2-71,

Inventzcry Medical Linen (7-2).,

Maintain Quality Cantrsl and Surveilllance Reczcd for ICE
Med:izal Assamblages (8-2).

Request Cancellaticn of Scpplies (7-82,

Preparzs and Maintain Hard.’Sub-Hand Rec=ipt Files (2-2)

Recard Medical Supply Transactions cn Ucucher Register (4-3),

Select, Withdraw, and Pr=care Supplies and Material for
Issue or Shipment (6-3).

Order Supplies and Equipment (7-3).

repare and Maintain Supplemental Reccrds for Expiraticn
Dated Items (B-3).

Direct the Unlocading of Supplies (8-8).

Transfer Supplies and Equipment (8-33,

Use a Julian Date Calendar (1-2).

Add a Medical Repair Part to the Demand Suppcried
Prescribed Load List (PLL) (2-22.

Prepare and Process Report of Survey (S-8).

Interpret Priority Designator Cecdes (1-4).

Select Appropriate Method of Disposal for Medical Material
(8-93.

Transport Palletized Supplies with a Forklift Truck
(Rough Terrain ar Conventional) to Designated Area (5-3).




DEPARTMENT OF MEDICAL ACTIVITIES ADMINISTRATION
(DMAAY QUESTICMMAIRE FCR 787s (Medical Supply Specialists:?

7682 JOB TIASKS

38 Re-Mark Expiraticn Dates crn Medical Supplies (8-4Y,

4a3. Update Signature Cards (Notice of Delegation of Authority--
Receipt for Supplies) (2-4).

41 Turn In Supplies and Egquipment (7-8).

4e Report Excess Stockage of Medical Material (3-32.

43, Edit a Regquest For Issue (41-4J,.

14 Prepare a Locaticn Placard cr Laocse Issue Lakel (S-52.

4S Researczh Material Release Denials (5-8).

4. Stcre Controlled Items (5-2).,

47. Prepare a Prcperty Book (8S-4),

48.___  Interpret Dcoccument Identifier Code (1-3).

43. Stores Supplies (5-4%).

Sa. Compute Authcorized Stcckage Levels for Medical Supplies
Using the Days cf Supply (DOS) Computation (3-2).

S1. Prepare an Inventory Adjustment Report (4-7).

52. Check the Processing of Incoming Supplies (6-7).

S3. Prepare and Maintain a Document Register (2-3).

S4, Prepare Destruction Document for Medical Material (DA Form
3161 - Request for Issue or Turn-In) (8-8).

55, Apply Procedures for Follow-Up Requests on Requisiticns
4-86).

S6. Maintain Due-In Status File for Requested Items (7-7).

57. OTHER. Describe Task

S8. OTHER. Describe Task

53. OTHER. Describe Task

B6@. OTHER. Describe Task




DEPARTMENT QF MEDICAL ACTIVITIES ADMINISTRATION
(OMAA) QUESTICONNAIRE FOR 768Js (Medical Supply Specialists)

Now that ycu have marked the top Fifteen (15) daily tasks with
a "X”, please list these tasks (by question number) in order of
importance for ycu to complete on a daily basis.

(MOST impcrtant = 1 / LEAST impertant = 18).

ExaMPLE: 186 YOUR_ANSWERS: 1
a1 2
3_45 3
y ) 4
5__ O\ 5
6—ST 6
7.2 . 7
8. —SY 8
s S g
10 10
1150 1
1226 12
133 13
13 V3 ' 14
1558 15
(.
[ -6-.




DEPARTMENT OF MEDICAL ACTIVITIES ADMINISTRATION
(DMAA) QUESTIONNAIRE FOR WARDMASTERS AND CLINIC NCOICs

INSTRUCTIONS

This questionnaire is designed to gather informaticn on the
Fifteen (15) most important job tasks that yocu, as a wardmaster
cr clinic NCOIC, expect the 76J(s) (medical supply specialists)
suppoerting your ward or clinic to accomplish during a normal duty
day.

Please lock at the fallowing list of 76J tasks and place a "X~
by the fFifteen (15> tasks you consider the mcst important to be
completed during a normal duty day by the DMAA’s 76J(s). (A tctal
of SE tasks are listed on the questiaonnaire).

Example: &3._)(__Edit a Request for Issue (4-4).

The numbers in the brackets at the end of a task (e.g. (4-4)) are
a tveferanca tz tha task number in the Sgldier's Manual and
Trainer's Guide (STP B-76J1S SM) ancd have no affect on ycur ansuwer.

1€ ycu doc not sse a task listed, please list and describe the task
in the spaca(s) marked “OTHER"™ (Example: Obtain lab results).

>

Exampla: 57.;X__OTHER. Describe Task ._Q\S'\’d\'\ \4\&) Q'-N\'\‘

DO NQT mark more than fiftesn (1S5) tasks.

This questionnaire is a total of six (B) pages in length.

Please rsturn this gquestionnaire to your floor wardmaster.
Thank you far your assistancs and help.




DEPARTMENT OF MEDICAL ACTIVITIES ADMINISTRATION
(DMAA> QUESTIONNAIRE FOR WARDMASTERS AND CLINIC NCOICs

GENERAL INFORMATION

Please ccmplete the follocwing information. DO NOT place your name
gn this guestionnaire.

FLOOR ASSIGNED T0: (example: 1,2,3,4,5,6,7)

Please list your job title




DEPARTMENT OF MEDICAL ACTIVITIES ACMINISTRATICON
(DMARA) QUESTIONNAIRE FOR WARDMASTERS AND CLINIC NCOICs

Place a "X™ by the Fifteen (15) tasks ycu consider most important
For the DMAA’'s 76Js to accomplish on a daily basis in support of
ycur ward or clinic.

76J JOB TASKS

1. Post Transactions to the Manual Property Book (8-5).,

c. Read and Interpret the Army Master Data File (AMDF) (1-1).

3. Process Customer Issues and Issue Supplies to Customer
Units (B-4).

4. Receive Supplies arnd Equipment (7-8).

S. Prepare a DA Fcrm 3218 (Record of Demands-Title Insert) fcr
the First Demand cf a Nonstocked (Fringe) Medical Repair
Part (2-1).

6. Canduct and/or Assist in Inventorying Supplies and Equipment
(8-8).

7. Request Supply Status for High-Pricrity Requests (Issue
Pricrity Designatars 81 through 98) (7-4).

8. Post Partial Issue cof Medical Item (Pre-Past Methcd) (4-1).

9. Suspend Medical Material from Issue/Use (8-5).

10.____ Store Medical Matarial Regquiring Special Handling (S-1).

1. Campute Authorized Levels for Initial and Continuing
Stcckage of NMedical Items (E0OQ Method) (3-1).

1e. Apply Procedures for Cancellation Requests on Requisitions
4-S).

13. Process Incoming Medical Supplies (6-1).

14. Request Extension of Expiration Dates on Medical Supplies
|8-7>.

1S. Prapare Emergency Request For Medical Material (@3 Priority)
(7-1).

16. Post Quality Cantrol NMessages (SGMMA-LDT-0) to Quality
Control Register (8-1).

17. Issue Supplies and Equipment to Hand Receipt Holders (2-1).




DEPARTMENT COF MEDICAL ACTIVITIES ADMINISTRATION
(DMAA)Y QUESTICNNAIRE FOR WARDMASTERS AND CLIMIC NCDICs

763 JOB TASKS

18. Prepare and Post Due Out Record for Medical Items (4-2),

19. Receive Carrier for Unloading (8-5).

2. Load/Unload a Flatbed Trailer (12-Ton S&PJ (5-2).

21. Report tedical Material Complaints (8-6).

c2. Determine Methcd of Obtaining Relief from Responsibility for
Lost, Damaged, and Destrocyed Propecty (8-7).

23. Inventory Medical Linen (7-2).

2. Maintain Quality Control and Surveillance Record for TOE
Medical Assemblages (8-2).

es. Request Cancellation of Supplies (7-5).

es. Prepare and Maintain Hand/Sub-Hand Receipt Files (2-2)>

c7. Record Medical Supply Transactions on VUoucher Register (4-3),

8. Select, Withdraw, and Prepare Supplies and Material for
Issue or Shipment (6-3).

2s. Order Supplies and Equipment (7-3).

30. Prepare and Maintain Supplemental Records for Expiration
Dated Items (8-3).

31. Direct the Unloading of Supplies (6-86).

3e. Transfer Supplies and Equipment (S8S-3).

33. Use a Julian Date Calendar (1-2).

34. Add a Medical Repair Part to the Oemand Supported
Prescribed Load List (PLL) (2-2).

3S. Prepare and Process Report of Survey (8-8).

36. Interpret Priority Designator Codes (1-4).

37. Select Appropriate Method of Disposal for Medical Material
(8-9).

38. Transport Palletized Supplies with a Forklift Truck

(Rough Terrain or Conventional) to Designated Area (5-3).




DEPARTMENT OF MEDICAL ACTIVITIES ADMINISTRATION
(OMAAR) QUESTIONNAIRE FOR WARDMASTERS AND CLINIC NCOICs

76J JOB TASKS

38. Re-tMark Expiration Dates on Medical Supplies (8-4%),

$40. Update Signature Cards (Notice of Delegation of Authority--
Receipt for Supplies) (2-4).

1. Turn In Supplies and Equipment (7-8).

$e. Report Excess Stockage of Medical Material (3-3).

43, Edit a Request for Issue (4-4),.

H . Prepare a Location Placard or Loose Issue Label (S-5).

4s. Research Material Release Denials (6-8).

4E. Store Controlled Items (S5-2).

17. Prepare a Property Book (S-%).

48. Interpret Document Identifier Code (1-3).

43, Store Supplies (5-4).

SQ. Compute Authorized Stockage Levels for Medical Supplies
Using tha Days of Supply (DOS) Computation (3-2).

81, Prepara an Inventory Adjustment Report (4-7).

sa. Check the Processing of Incoming Supplies (6-7).

S3. Prepare and Maintain a Document Register (2-3).

S4. Prepare Destruction Document for Medical Material (DA Form
3161 - Request for Issue or Turn—-In) (B-8).

Ss. Apply Procedures for Follow-Up Requests on Requisitions
(t-6).

S6. Maintain Due-In Status File for Requested Items (7-7).

57. OTHER. Describe Task

S8. OTHER. Describe Task

S8. OTHER. Describe Task

6@. OTHER. Oescribs Task




DEPARTMENT OF MEDICAL ACTIVITIES ADMINISTRATION
(DMAAR) QUESTIONNAIRE FOR WARDMASTERS AND CLINIC NCOICs

Now that you have marked your top fifteen (15) daily tasks with a ”X”,
please list these tasks (by question number) in order of

importance for the DMAA’s 76J(s) to complete on a daily basis.

(MOST important = 1 / LEAST important = 15),

EXAMPLE: 1 0 YOUR ANSWERS: 1

o~

a1 2
313 3
y A3 Y
5D 5
.31 B _
7.2 7
g .58 8
g_S _ g
10N 10
110 11—
1220 12
133 13
1y 13 14
1558 15




Interview Questions

WHAT IS YOUR HIGHEST LEVEL OF CIVILIAN EDUCATION COMPLETED?

If the highest level completed in not specified as an
area of healthcare administration, did the individual
concentrate his/her studies in healthcare administration?

Have individual specify degree.

e.g. High School Degree, Associate of Arts/Science Degree,
Baccalaureate of Arts/Science Degree, Masters of
Arts/Science, etc.

Do not count work experience for equivalent education as
the Civilian Personnel Office does in its consideration
of job applications.

HOW LONG HAVE YOU BEEN AN UNIT HEALTHCARE ADMINISTRATOR AT
WALTER REED ARMY MEDICAL CENTER?

b.

Ask For month and year that individual began employment.

Discount experience from other healthcare administration
Jobs except that of unit healthcare administrator at
Walter Reed.

WHAT IS YOUR CURRENT OCCUPATIONAL CATEGORY?

Is the individual military or civilian?

HOW MANY MEDICAL SUPPLY SPECIALISTS (MOS 76J> DO YOU DIRECTLY
SUPERVISE?

Be precise, have individual identify esxact number.




